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ABSTRACT 
 
Objectification Theory and the Family: The Effect of Attachment Insecurity on 
 
Self-Objectification and Attentional Bias toward Eating Disorder Stimuli 
 
Jody Russon 
 
 
 
 
Eating disorders (EDs) and disordered eating represent a serious public health issue 
among young adolescent and adult populations. EDs are predominately a problem for 
girls and women. Approximately 90% of people who develop EDs are female (Harvard 
Health Publications, 2012). Objectification theory (Frederickson & Roberts, 1997) posits 
that internalization of sexualized media messages (self-objectification) and social 
pressures lead to ED behaviors. Not all females exposed to objectifying stimuli 
experience ED behaviors.  This study explored insecurity in family relationships as a risk 
factor; specifically, whether women who have greater attachment insecurity are more 
prone to self-objectification and ED-specific attentional bias. Components of 
Frederickson et al.'s (1998) and Tiggemann & Boundy’s (2008) experimental designs 
were replicated. This design has shown that (1) self-objectification can be heightened by 
context, and (2) self-objectification induces feelings of body shame, which promote ED 
behaviors. To test attachment insecurity as a risk factor in the objectification framework, 
a repeated measures experimental design was conducted with women (n = 107), between 
the ages of 18 and 35. This study utilized a repeated measures, experimental design 
where each participant either viewed an image set reinforcing the thin-ideal or a control 
image set of products (no people). Participants were assigned to one of four groups using
vii 
 
the minimization method (high attachment insecurity and control images; low attachment 
insecurity and control images; high attachment insecurity and experimental images; low 
attachment insecurity and experimental images). Groups were balanced on race, type of 
insecurity (anxious, avoidant, both), and level of insecurity (over a standard deviation 
above the mean). The study involved deception in that participants were told that the 
purpose was to understand women’s attitudes towards advertising. Participants took a 
screening measure online to assess inclusion and exclusion criteria and then were invited 
to an in-person session. During in-person data-collection sessions, participants filled out 
outcome-specific, exploratory and deception self-report measures, viewed the 
experimental or control image set, and took a cognitive processing test with ED-specific 
stimuli. Using a factorial MANCOVA, the following hypotheses were tested while 
controlling for self-esteem (SISE) and parental psychological control (PCS-YSR):  
1) Exposure to objectifying stimuli will cause higher levels of state self-objectification 
(TST) and greater attentional bias towards ED-salient stimuli (ED-specific stroop test); 
and 2) Exposure to objectifying stimuli will cause higher levels of state self-
objectification and greater attentional bias towards ED-salient stimuli for the high 
attachment insecurity (ECR-RS) group. These hypotheses were tested within a sample of 
racially and ethnically diverse women. Results demonstrated that those in the high 
attachment insecurity group demonstrated more attentional bias towards ED-specific 
stimuli regardless of condition. Implications for family therapists and research limitations 
are discussed. 
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CHAPTER I: INTRODUCTION 
 
Eating disorders (EDs) are a serious public health issue, and the consequences are 
widespread for individuals, families and society. Anorexia Nervosa (AN) is 12 times 
higher than all other causes of death for this female age group (Sullivan, 1995). 
Furthermore, those with EDs are more likely to have medical complications as well as 
functional impairment (Mond & Hay, 2007), and only 10% of individuals with EDs 
receive treatment for their eating and weight concerns (Noordenbos, Oldenhave, 
Muschter, & Terpstra, 2002). Besides medical concerns, individuals with EDs, 
specifically AN, Bulimia Nervosa (BN), Binge Eating Disorder (BED), and Eating 
Disorder Not Otherwise Specified (EDNOS), are more likely to have comorbid 
psychiatric problems. Almost half of those with EDs also have depression, and research 
for AN has also shown that suicide rates are increased 23 times for this population 
(Harris & Barraclough, 1997).  
EDs are serious disorders that challenge individuals, families, and the health care 
system. Socially, stress on the family is a well-documented issue in the relationships of 
those with EDs (French, Story, Downes, Resnick, & Blum, 1995; Lilenfeld et. al., 1998; 
Polivy & Herman, 2002). Studies show that those with EDs tend to report family 
functioning as more conflicted than control groups (Jacobi, Hayward, de Zwaan, 
Kraemer, & Agras, 2004). Striegel-Moore, Leslie, Petrill, Garvin, and Rosenheck (2000) 
estimated that the mean ED costs to the U.S. healthcare system are $6,045 (AN), $2,962 
(BN), and $3,207 (EDNOS) per female patient, per year. The authors also found that the 
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costs for AN alone surpass that of per person treatments for Schizophrenia and 
Obsessive-Compulsive Disorder. 
Given the devastating effects of EDs, many theories have been proposed to 
understand the etiology of these disorders. The theories that have gotten the most 
attention in ED treatment literature focus primarily on physiology, genetics, behavior, 
and cognitions, and most interventions have focused on negative thinking patterns and 
behavioral modification. Surprisingly, these theories do not try to explain why EDs affect 
women much more than men. Alternatively, objectification theory provides for a lens for 
exploring the gender-specific factors that contribute to women developing EDs. Rather 
than see the development of EDs from an individualistic perspective, this theory explores 
how societal pressures (e.g., pressures for thinness, beauty standards) contribute to 
gender biases and the overall etiology of EDs (Fredrickson & Roberts, 1997).  
Experimental studies have shown that 1) self-objectification can be heightened by 
context; 2) self-objectification induces feelings of body shame, which promote disordered 
eating (Fredrickson et al., 1998; Harper & Tiggemann, 2008; Diedrichs & Lee, 2011). 
Specifically, when girls and women measure themselves against cultural standards of 
unattainable thinness, the emotional result may be body shame, which, in turn, promotes 
behaviors (disordered eating) aimed to decrease these feelings. Although objectification 
theory helps to understand how societal pressures on women contribute to EDs, not all 
girls and women exposed to objectifying messages experience ED behaviors. What 
protects these women from internalizing these social pressures? EDs have been 
consistently linked to family problems such as conflict, parental distress (e.g., depression, 
anxiety, alcoholism) as well as ED symptoms in other family members (French, Story, 
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Downes, Resnick, & Blum, 1995; Jacobi, Hayward, de Zwaan, Kraemer, & Agras, 2004; 
Lilenfeld, et. al., 1998; Polivy & Herman, 2002; Ringer & Crittenden, 2007; Toker & 
Hocaoğlu, 2009). On the other hand, positive family factors play a protective role against 
disordered eating or aid in recovery from these disorders. Studies have shown that social 
support, family connectedness, emotional well-being, family meals, perceived mother 
and father acceptance, and positive family communication protect against disordered 
eating for youth populations (Allen, Gibson, McLean, Davis & Byrne, 2014; Barker & 
Galambos, 2003; Croll, Neumark-Sztainer, Story & Irelaqnd, 2002; McVey, Pepler, 
Davis, Flett, & Abdolell, 2002; Fonseca, Ireland, & Resnick, 2002; Neumark-Sztainer, 
Eisenberg, Fulkerson, Story, & Larson, 2008; Striegel-Moore, Seeley, & Lewinsohn, 
2003; Wade, Bulik, & Kendler, 2001; Waller, Dickson, & Ohanian, 2002). Furthermore, 
family interventions have consistently been effective in the treatment of this disorder 
(Hurst, Read, & Wallis, 2012; Loeb, Lock, Greif, & le Grange, 2012; Wilson, Grilo, & 
Vitousek, 2007). For example, Family-Based Therapy (FBT) is the most widely 
researched treatment for youth with EDs, and unlike many treatments, data has been 
fairly consistent (Loeb et al., 2012). FBT evidence has shown ED researchers that some 
form of change in the family elicits a reduction of ED symptoms.  If problems in family 
processes (i.e., inability to create a more normative developmental family context) are at 
the root of these interventions, then perhaps family functioning serves as a risk factor in 
the internalization of objectifying social messages. 
Attachment theory helps researchers to understand how problematic family 
relationships may serve as a risk factor in disordered eating (Illing, Tasca, Balfour, & 
Bissada, 2010). A secure attachment style is developed when a child has the expectation 
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that, if she goes to her parent for support, comfort or protection, it will be provided.  This 
kind of relational safety leads to a more stable sense of self and the capacity for better 
emotion regulation (Hazan & Shaver, 1994). Researchers have demonstrated that 
attachment insecurity is associated with negative body image, poor emotion regulation, 
and disordered eating (Illing et al., 2010; Tasca et al., 2009). With this said, negative 
family processes may deny the development of psychological strengths that help protect 
against susceptibility to equating an unobtainable physical appearance with self-worth 
and internalizing pervasive messages about the thin-ideal. The logic and intuitive appeal 
of this argument warrants empirical investigation. 
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CHAPTER II: LITERATURE REVIEW 
 
 
Eating disorders have pervasive effects on individuals, families, communities and 
society, representing a serious public health issue. The majority of those who develop 
EDs are female (Harvard Health Publications, 20102). Percentages of AN for girls and 
women, aged 15 to 24, have skyrocketed in the last half century (Maddux & Winstead, 
2008), and recently, there have been vast increases of ED behavior in adult women 
(Brandsma, 2007; Hay, Mond, & Buttner, 2008). Women’s concerns with disordered 
eating have come to represent a major public health issue.  
Eating Disorders and Consequences 
 
 Across diagnoses, the core issues of EDs involve disturbances in body perception 
and food preoccupation (Boivin, Polivy & Herman, 2008). The medical, psychological, 
familial, social and societal consequences of eating EDs have been studied and well 
documented over the past decades 
Medical 
 
AN, BN and EDNOS cause serious medical issues, often involving periods of 
hospitalization. It has been documented that, for adolescent girls and young women, the 
death rate associated with AN is 12 times higher than all other causes of death for this 
female age group (Sullivan, 1995). EDs lead to functional impairment, hypotension, 
electrolyte imbalance, heart damage, obesity, esophageal injury, erosion of enamel, tooth 
loss, endocrine concerns, kidney failure, and an array of other physical problems (Brown, 
1993; Gucciardi, Celasun, Ahmad, & Stewart, 2004; Mond & Hay, 2007; Treasure, 
Claudino & Zucker, 2010). Due to these concerns, there is an urgent need for individuals 
with EDs to receive consistent monitoring from medical professionals (Palla & Litt, 
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1988).  
Psychological 
 
Females with EDs are also more likely to have comorbid psychiatric problems, 
and those with AN are 23 times more likely to engage in suicidal behaviors (Harris & 
Barraclough, 1997). Further, studies have shown that almost half of those with EDs also 
struggle with depression, (Noordenbos et al., 2002) and that alexithymia is related to 
some traits affiliated with EDs (Taylor, Parker, Bagby, & Bourke, 1996). The tendency 
for comorbidity reinforces the complex nature of the course of EDs. 
Familial and Social 
 
The consequences of EDs spread beyond the individual. The families of those 
with EDs report increased levels of stress (French et al., 1995; Lilenfeld et. al, 1998; 
Minuchin, Rosman, & Baker, 1978; Polivy & Herman, 2002). Those with EDs report 
family relationships as more conflictual than control groups. Specifically, families of ED 
patients have been shown to have struggles with boundaries, conflict avoidant patterns, 
and less stable structures (Jacobi et al., 2004).   
Societal 
The societal costs of EDs are well documented. These disorders are related to 
high levels of medical and social disability when compared to other disorders (Klump, 
Suisman, Burt, McGue, & Iacono, 2009). Striegel-Moore et al. (2000) estimated that the 
mean ED costs to the U.S. healthcare system are $6,045 (AN), $2,962 (BN), and $3,207 
(EDNOS) per female patient, per year. These researchers also found that the costs for AN 
alone surpass that of per person treatments for Schizophrenia and Obsessive-Compulsive 
Disorder. The psychological, familial, and social consequences of EDs demonstrate the 
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need to further an understand of the etiology and mechanisms surrounding disordered 
eating. 
Consequences of EDs: Sociocultural Considerations  
 
EDs have been described as inherent to middle and high SES, heterosexual, white 
women. In the past, researchers have predominately focused on the differences between 
minority and White women. In such studies, minority women have often compared to 
White women, creating a standard for inaccurate cultural comparisons (Smolak & 
Striegel-Moore, 2001). Literature has shown that there are small differences in body 
image dissatisfaction and disordered eating rates among Asian American, Native 
American, Black, Latina, and White women, (Cash et al., 2004; Grabe & Hyde, 2006; 
Story, French, Resnick, & Blum, 1995; French et al., 1997) and that disordered eating 
may be developed and manifested differently, depending on racial and cultural identities 
(Smolak & Striegel-Moore, 2001). Specifically, the cultural narratives surrounding 
disordered eating may be different. Further, systems of inequality can also serve to dictate 
differences in these experiences across social locations (Watts-Jones, 2010).  
Although findings are varied, some studies have shown that acculturation to the 
dominant culture in the west has been associated with more disordered eating (Cachelin, 
Monreal, & Juarez, 2006; Chamorro & Flores-Ortiz, 2000; Hall, 1995). Results from a 
study examining Asian, Latina, and White adolescent girls indicated that Asian and 
Latina adolescent girls may be at more risk for disordered eating than White girls 
(Robinson et al., 1996). Black women and girls specifically, have been understudied in 
the ED literature; however, studies have indicated that Black women and girls may be at 
risk for specific patterns of disordered eating. In a study of adolescents, Striegel-Moore 
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et. al. (2000) found differences on the Eating Disorder Inventory (EDI) between Black 
and White adolescent girls. The researchers found that Black participants had 
significantly higher bulimia scores than White participants. Furthermore, Black 
participants scored higher on four of five EDI subscales measuring personality traits 
associated with EDs. Placing the findings in context, Browne (1993) discusses the 
pressure Black women feel to be perfect when combating negative stereotypes in society. 
Research has indicated the importance of understanding issues of disordered eating 
across the experiences of diverse women, and that restricting ED studies to White women 
works to further create disparities in healthcare.  
Research has shown that, due to social stigma, lesbian, gay, bisexual, and 
questioning (LGBQ) adolescents are at increased risk for disordered eating (Ruuska, 
Kaltiala-Heino, Kovisto, & Rantanen, 2003). Research has shown that gay and bisexual 
men have increased risk for developing EDs (e.g., Feldman & Meyer, 2007; Russel & 
Keel, 2002). Surprisingly for LGBQ women, there is a dearth of literature focusing on 
disordered eating and body image issues. Previously, some believed that an LGBQ 
identity for women was a protective factor against  EDs; however, studies have found  no 
differences between the two groups (Beren, Hayden, Wilfley, & Grilo, 1996; Brand, 
Rothblum, Solomon, 1992; Feldman & Meyer, 2007; Moore & Keel, 2003; Share & 
Mintz, 2002) 
Recently, however, research has shown that both LGBQ males and females may 
be at higher risk for the development of disordered eating behaviors- particularly during 
youth (Austin et al., 2009; Hadland, Austin, Goodenow, & Calzo, 2014). The experiences 
of bisexual and questioning individuals have not been widely represented in ED research 
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and mental health literature in general. One study (Matthews-Ewald, Zulig, & Ward, 
2014) found that in comparison with a heterosexual population, bisexual and questioning 
males reported more disordered eating behaviors, while bisexual and questioning females 
reported more weight-loss behaviors. There was no difference found between disordered 
eating and weight-loss behaviors between LG and heterosexual participants.  
Bisexual and questioning individuals report experiencing prejudice from both 
heterosexual and LG communities as well as unique types of stigma: 1) sexual orientation 
instability (i.e., bisexuality is not a legitimate identity); 2) sexual irresponsibility (i.e., 
bisexuals are more promiscuous); 3) general interpersonal hostility (i.e., being disliked as 
a result of their sexual identity) (Brewster & Moradi, 2010). In light of the minority stress 
hypothesis (Meyer, 2003), bisexual and questioning individuals may experience more 
internalized shame regarding their sexual identities and are thus, more likely to engage in 
disordered eating behaviors as a way to cope with these negative feelings.  The stresses 
associated with binegativity, along with pressures of heteronormative identity 
development, could help explain why bisexual and questioning individuals may be more 
at risk for ED symptoms. EDs and associated risk factors represent a major public health 
problem for women with diverse racial, ethnic, and sexual identities. 
Etiology of Eating Disorders 
The cause for eating disorders is not clearly outlined, but is likely to include a 
variety of contributing factors (Grilo, 2006). The literature has discussed the development 
of EDs in terms genetics, addiction, cognition, behavior, personality, and family 
dynamics (Polivy & Herman 2002). Although sociocultural causal theories are gaining 
attention in present literature, the most researched intervention strategies are based 
10 
 
primarily on biological (psychopharmacology), cognitive-behavioral (CBT) or 
atheoretical paradigms (FBT) of etiology. Cognitive theories currently inform the 
majority of treatments for EDs, and most research on risk factors associated with EDs 
tend to remain atheoretical (Boivin, Polivy & Herman, 2008). 
Biological Paradigm 
The biological paradigm promotes the roles of genetic and physiological 
influences in ED development and symptom perpetuation. These perspectives tend to 
focus on the systems of neurotransmitters, physiological attributes involving the organs 
of the digestive system, and the function of genes in feeding behaviors (Stewart & 
Williamson, 2008; Tozzi & Bulik, 2003). It has been found that there is an association 
between ED symptoms and abnormal gastrointestinal hormone cholecystokinin (CCK) 
secretion in that those with AN show significantly higher CCK values than those with BN 
(Phillipp, Pirke, Kellner, & Krieg, 1991; Enck et al., 2013). Researchers have used both 
family and twin studies to investigate biological-based hypotheses (Bulik et al., 2003). 
Studies have reveled biofeedback systems which cyclically operate in response to 
external (e.g., exercise) and internal sources (e.g., reward pathways in the brain) (Davis, 
2001). Such findings have provided some evidence for viewing EDs from a lens of 
addiction. 
 Addiction. The addiction perspective focuses on conditioned physiological 
responses involving food and anticipated effects. Some clinical behaviors are shared 
across addiction and ED diagnoses; in fact, some scholars argue that EDs are an addiction 
to food just as in cases of alcohol, drugs, and specific behavioral patterns (Davis, 2001; 
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Davis & Carter, 2009). Especially in cases of binge eating, food becomes a mechanism 
for self-soothing (Brisman & Siegel, 1984)—dulling responsiveness to emotion and 
external stimuli. Further, researchers have found extensive comorbidity between 
substance abuse and EDs (Kaye et al., 2004). Davis and Claridge (1998) suggest that this 
comorbidity may be due to specific personality traits associated with addiction.  
Cognitive-Behavioral Theory 
The Cognitive-Behavioral perspective on ED behavior has spanned across diagnoses 
(Lampard, Tasca, Balfour & Bissada, 2013; Wilson & Fairburn, 1993). Cognitive 
theories examine biases in people’s beliefs, processing, and expectations (Boivin et al., 
2008), while behavioral approaches focus on the maintenance of specific patterns of 
behavior (Garner & Bemis, 1982). The Cognitive-Behavioral theoretical paradigm 
recognizes that changing beliefs and information processing in ED clients, can serve to 
create new patterns of behavior (Boivin, Polivy & Herman, 2008). Specifically, 
recognizing and challenging automatic thoughts can reveal the linkage of self-worth to 
weight. The approach posits that once cognitive structures are rebuilt, symptom 
alleviation can result (Vitousek & Hollon, 1990).  Personality Factors 
Specific personality factors have been associated with symptomatic risk and 
maintenance of EDs (Boivin et al., 2008). Similar to the addiction stance, investigators 
have posed that groups of personal characteristics can inform the course and 
susceptibility of EDs. Researchers have found both similarities and differences within 
and between diagnostic differences. Traits such as perfectionism, emotional 
dysregulation, rejection sensitivity, neuroticism, anxious obsessiveness, negative 
emotionality, low self-directedness, low cooperativeness, and harm avoidance have been 
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associated with both AN and BN; however traits such as low novelty seeking and high 
impulsivity tend to be unique to each (Cassin & von Ranson, 2005; Westen, Thompson-
Brenner & Peart, 2006). Personality theorists have also examined disordered eating 
symptomology with respect to specific personality disorders. Findings indicate that EDs 
and certain personality disorders often co-occur (Godt, 2008; Zanarini, Frankenburg, 
Hennen, Reich & Silk, 2004). 
Family Dynamics 
Family theories of ED risk and occurrence examine the influence of familial 
relationships (Blinder, Chaitin, & Goldstein, 1998; Goldstein, 1988). Specifically, from 
the structural perspective, ED behaviors surface as a consequence of dysfunctional 
familial patterns. Minuchin et al.’s (1978) case studies have indicated the psychosomatic 
nature of ED symptoms in families. These cases demonstrated the consequences of 
enmeshment and conflict in the familial dynamic. The causal direction of ED 
development and familial dysfunction is ambiguous in the present literature (Polivy & 
Herman, 2002). While family dynamics may contribute to risk and perpetuation of EDs, 
research has not indicated that it serves as a sole causal factor. 
Sociocultural Models 
 Sociocultural models of ED risk and prevalence address socio-ecological 
influences in present society. These models address a range of social impacts, drawing 
from theories associated with learning, feminism and communication. Gender roles are 
examined by sociocultural theorists, as they seek to understand how EDs are constructed 
both internally and externally. The individual experience becomes informed by the 
holistic cultural messages associated with drive for thinness, weight, and beauty (Vander 
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Wal, Gibbons & Grazioso, 2008). Issues of opportunity, power, gender representation, 
and access are addressed among some of these models (Raphael & Lacey, 1992). 
Learning and modeling. Theories of learning and modeling posit that girls and 
women gain direction and motivation for dieting from cultural and social resources 
(Brown & Ogden, 2003; Harrison & Cantor, 1997). Indeed, Bandura’s (1977) social 
learning theory emphasizes how modeling can occur based on repeated experiences of 
specific events. When key behaviors are recurrently emphasized, opportunities for reward 
are present through increased social acceptance. Studies have shown that exposure to the 
thin-ideal in the media is associated with disordered eating (Andersen & DiDomenico, 
1992; Harrison & Cantor, 1997; Stice, Schupak-Neuberg, Shaw, & Stein, 1994). 
Furthermore, studies examining environmental learning conditions have also emphasized 
the role of social learning in ED symptoms. For example, Penniment & Egan (2012) 
examined thinness-related learning (Annus & Smith, 2009) experiences and EDs in 
female ballet dancers. Findings suggested that the interactions between learning and 
perfectionism influence ED symptoms in this population, emphasizing the social 
component of EDs. 
Social comparison. Festinger’s (1954) theory of social comparison suggests that 
individuals have a tendency to evaluate their personal characteristics and abilities to those 
of others. This evaluation can involve a comparison of physical characteristics, including 
body shape, size, and weight. Based on social context, those traits that are perceived to be 
negative or less valuable, can create an individual’s motivation to alter them (Cash & 
Szymanski, 1995; Tylka & Sabik, 2010). With regard to gender, researchers have 
investigated differing responses to body comparison. It has been found that, while men’s 
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comparison strategies are more self-hopeful, women’s responses are more self-critical 
(Franzoi et al., 2012). Further, research has demonstrated that body-related social 
comparison and EDs are strongly related (Hamel, Zaitsoff, Taylor, Menna, & le Grange, 
2012). 
Objectification theory. Sociocultural theories have observed that gendered drive 
for thinness and dieting are socially endorsed in western culture (Grilo, 2006), therefore, 
creating different experiences for women and men. To promote a further understanding 
of these gender differences, a specific sociocultural approach has gained extensive 
evidence in the past decade and a half. Objectification theory has served as a framework 
for understanding how societal pressures (e.g., pressures for thinness, societal beauty 
standards, and issues of sexism) contribute to gender biases and the overall etiology of 
eating disorders (Fredrickson & Roberts, 1997).  Specifically, this theory has provided a 
well-researched pathway demonstrating how objectification (the reduction of people to 
objects) experiences lead to self-objectification (internalization of messages) and 
disordered eating (Moradi, 2010, Moradi & Huang, 2008). When girls and women 
measure themselves against cultural standards of unattainable thinness and appearance, 
the emotional result may be body shame, which in turn, contributes to eating disorders 
and other mental health issues (Fredrickson & Roberts, 1997). Objectification theory 
(Fredrickson & Roberts, 1997) posits that present society promotes girls and women to 
internalize others’ views of their bodies. Due to these external pressures, many have 
adapted a heightened stance of body awareness in order to maintain a sense of self-worth 
(McKinley & Hyde, 1996; Noll & Fredrickson, 1998). Often women do not recognize 
that beauty standards are socialized or can dictate social worth. Media sources typically 
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portray messages that women are biologically prone to having a heightened sense of 
bodily awareness, and from this frame, women’s holistic being is reduced to purposes of 
sexual functioning (Bartky, 1990; Kilbourne & Jhally, 2000). The internalization of 
objectifying messages, self-objectification, has been empirically shown to promote 
significant problems in mental health and relational well-being (Monro & Huon, 2006; 
Tiggemann & Boundy, 2008; Watson, Robinson, Dispenza, & Nazari, 2012; Zurbriggen, 
Ramsey & Jaworski, 2011). Objectification theory represents a movement toward 
understanding women’s body perceptions from a contextual, instead of an idiographic, 
lens. Furthermore, it acknowledges the role of societal influences in eating and self-image 
issues experienced by women.  
Media messages have served as a primary source of objectification experiences. 
The literature has conceptualized objectifying media influences in terms of magazines, 
television programs, internet websites, and other forms of digital entertainment 
(Andersen & DiDomenico, 1992; Aubrey, 2006a; Aubrey 2006b; Aubrey & Frisby, 2011; 
Halliwell, Malson, & Tischner, 2011; Schooler & Trinh, 2011). Due to the pervasive 
nature of media messages in the digital age, objectifying media serves as a key 
mechanism of influence in today’s society. Exposure to such messages can initiate a 
series of interpersonal and intrapersonal consequences that serve to inhibit the growth of 
those affected (Cole & Henderson-Daniel, 2005; Vandenbosch & Eggermont, 2012). To 
demonstrate this, in a sample of 122 mostly White, heterosexual undergraduate females, 
Halliwell et al. (2011) found that the highly sexualized portrayals of women in today’s 
media are actually more harmful to than the passive portrayals of past decades. These 
images encourage the prizing of bodily appearances over everything else (Gill, 2008; Lin 
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& Yeh, 2009; Rathee, 2012), therefore, centering women’s social worth around sex 
appeal.  
Fredrickson and Roberts (1997) and McKinley and Hyde (1996) initiated a large 
body of research and theoretical speculation examining the relationships between 
objectification and health outcomes. Originally, Noll and Fredrickson (1998) tested a 
pathway where body shame emerged as a mediator between self-objectification and ED 
behaviors. Since the late nineties, objectification research has expanded to include other 
constructs associated mental health and relational functioning. In their review of 
literature, Moradi and Huang (2008) outlined the theoretical and empirically supported 
constructs associated with objectification theory. The authors described pathways that 
have been generally supported in previous objectification literature, in accordance with 
the model. Specifically, anxiety, lower internal awareness, body shame, reduced flow 
experiences, disordered eating, depression, and sexual dysfunction have been researched 
within the objectification theory framework. 
Research. In cross-sectional and longitudinal research, it has been repeatedly 
found that self-objectification results from objectification experiences, including 
exposure to specific media images (Aubrey, 2006a, 2006b, 2007; Groesz, Levine, & 
Murnen, 2002; Puvia & Vaes, 2013; Stice, Spangler, & Agras, 2001; Swim, Hyers, 
Cohen, & Ferguson, 2001). For example, Stice et al. (2001) randomized participants so 
that an experimental group received a 15-month subscription to a fashion magazine, 
while the control group did not receive a subscription. Participants included 219, 
predominately White, adolescent girls. It was found that exposure to the thin-ideal 
predicted ED symptoms, increased body dissatisfaction, dieting and negative affect for 
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vulnerable adolescents (defined as those demonstrating increased body dissatisfaction 
and pressure for thinness at baseline). Furthermore, increased levels of outcome variables 
were found for vulnerable adolescents lacking in social support. These results were 
confirmed in a two-year panel study of 149, predominately White, undergraduate females 
(Aubrey, 2006a). It found that exposure to sexually objectifying media at time one 
predicted an increase trait self-objectification at time two. This was especially true for 
those who reported low levels of self-esteem. 
Objectification research has further demonstrated that the relationship between 
self-objectification and disordered eating, depression, and disconnection from body 
functions is mediated by body shame (Choma, Shove, Busseri, Sadava, & Hosker, 2009; 
Fredrickson et al., 1998; Mercurio & Laundry, 2008; Prichard & Tiggeman, 2012; 
Tiggeman & Slater, 2001; Quinn, Kallen, & Cathey, 2006). In 2012, Tiggemann and 
Williams performed a comprehensive test of objectification theory with 116 
predominantly White, undergraduate females. Participants’ mean BMI fell in the normal 
range. Structural equation modeling demonstrated that data examining self-
objectification, self-surveillance, body shame, anxiety regarding appearance, internal 
body awareness, flow state, eating disorder symptoms, depression, and sexual functioning 
fit with the proposed model. Specifically, it was found that predictive ability was much 
greater for disordered eating and sexual functioning than it was for depression. Primary 
mediating variables included body shame and appearance anxiety. Overall, the authors 
concluded that the data provided strong evidence for objectification theory and that self-
objectification informs the progression of mental health concerns among young women. 
Although, other variables have been examined with regard to objectification theory, the 
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aforementioned constructs and mental health outcomes have been most consistently 
supported (Moradi & Huang, 2008).  Studies of self-objectification have indicated that 
women are recurrently socialized to function in an objectifying environment and have 
internalized these experiences (Choma et al., 2009; Grabe, Hyde, & Lindberg, 2007; 
Miner-Rubino, Twenge, & Fredrickson, 2002; Swim et al., 2001). In such studies, 
researchers have operationalized self-objectification as state or trait variables. Both state 
and trait concepts reinforce that self-objectification is manifested by consistent 
monitoring of the body (Moradi & Huang, 2008).   
Trait objectification has primarily been studied via self-report measures, such as 
Noll and Fredrickson’s (1998) Self-Objectification Questionnaire (SOQ) or McKinley 
and Hyde’s (1996) Objectified Body Consciousness Scale (OBC). State self-
objectification has demonstrated the capacity to be heightened in experimental situations 
where appearance is made salient (Diedrichs & Lee, 2011; Halliwell et al., 2011; Harper 
& Tiggemann, 2008; Stice & Shaw, 1994). These authors used an experimental design to 
test the effects of thin-ideal advertisement images on self-objectification. Frequently, a 
modified version of the Twenty Statements Test (TST) (Fredrickson et al., 1998; Harper 
& Tiggemann, 2008; Kuhn & McPartland, 1954) was used in these studies as a 
manipulation check to ensure that state self-objectification was heightened in the 
experimental group. Fredrickson et al. (1998) tested self-objectification as an 
experimentally heightened construct by requiring participants to try on a swimsuit or a 
sweater and measuring implications for body shame, restrained eating and mental 
performance. The authors conducted two experiments in which deception procedures 
required participants to associate the experimental tasks with a study of consumer 
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behavior. Both trait and state self-objectification were examined in the study. While trait 
self-objectification was measured with the SOQ, state self-objectification was measured 
with a modified version of the TST in order to confirm heightened states of self-
objectification. The first experiment involved 72, mostly White, undergraduate females 
(mean BMI = 22.57) and involved trying on sweaters or one-piece swimming suits in 
front of a full-length mirror. Next, the participants were told to engage in a taste test and 
amount of food eaten was recorded. Findings indicated that trait and state self-
objectification interacted in that body shame was highest for those who were randomized 
to the swim-suit condition and reported high on trait measures. Furthermore, results 
demonstrated that body shame predicted restrained eating; however, trait and state self-
objectification did not directly predict eating behavior in this study. The authors’ second 
experiment involved 82, predominantly White, undergraduate females (mean BMI= 
23.43) and males (mean BMI= 24.84). Participants went through the same procedures as 
the first experiment, but were required to wear their item of clothing for 15 minutes, and 
then complete a math test and engage in the eating task. Results confirmed the findings of 
the first experiment for women with regard to state self-objectification and body shame; 
however, trait objectification did not moderate the relationship as it did previously. 
Restrained eating was predicted by body shame, self-objectification and sex in this 
experimental study. Finally, female participants in the swimsuit condition performed 
more poorly on the math test and reported more body shame; these findings were not 
found for male participants.  Fredrickson et al. (1998) empirically demonstrated the 
construct pathways highlighted in some objectification theory pathways and speaks to the 
influence of external experiences on eating behaviors and mental performance. Further, 
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this study was the first to experimentally investigate state objectification. Components of 
this design has been since replicated in more recent objectification studies and the 
heightening of state self-objectification has been shown to persist during and after 
objectifying experiences occur (Harper & Tiggemann, 2008; Quinn et al., 2006).  
More recently, Harper and Tiggemann (2008) conducted a study to test the 
influence of the thin ideal on self-objectification, mood, and body image. Participants 
were 90, Australian, first year, undergraduate females. Participants were assigned to one 
of three conditions: viewing magazine advertisements of a) a thin women, b) a thin 
woman with one or more men, or c) no people. State self-objectification was measured 
with a further modified version Fredrickson et al.’s (1998) modified TST, while trait 
objectification was measured with the SOQ (Noll & Fredrickson, 1998). Findings 
demonstrated that those women who were exposed to images of the thin ideal in 
advertisements scored higher on state self-objectification, negative mood, body 
dissatisfaction and appearance anxiety. Unlike Fredrickson et al.’s (1998) study involving 
the clothing tasks, this study demonstrated that state self-objectification can be 
heightened without direct focus on women’s own bodies and can be elicited by viewing 
images of the thin-ideal (Moradi & Huang, 2008).   
Building on these findings, Halliwell et al. (2011) produced the first experimental 
study geared toward comparing sexually passive and sexually agentic media portrayals of 
women. A sample of 122 mostly White, heterosexual, undergraduate women was shown 
advertisements depicting women as sex objects, sex subjects, or neither (control). Images 
were selected based on advertisements identified in Gill’s (2007) analysis on 
constructions of female sexual agency. Advertisement wording was adjusted to reflect the 
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passive or agentic conditions on the images. It was found that both types of experimental 
advertisements were related to higher levels of weight dissatisfaction. Sexually agentic 
depictions specifically, were related to higher levels of self-objectification. Halliwell et 
al. (2011) found that the highly sexualized portrayals of women in today’s media are 
actually more harmful to women than the passive ones portrayed in past decades. Further, 
these images encourage high surveillance of bodily appearances (Gill, 2008; Halliwell et 
al., 2011; Lin & Yeh, 2009; Rathee, 2012), therefore centering women’s social worth 
around sex appeal.  
Gaps. The gaps in objectification theory and research involve theoretical, 
empirical, and contextual components. Theoretically, self-objectification has been 
conceptualized as a measurable variable, while the process of internalization may be 
better understood as a process (Moradi, 2011; Moradi & Huang, 2008). As of now, 
measures in empirical literature have not incorporated ways to examine self-
objectification as a process. Furthermore, psychometric evaluation has been very limited 
in terms of incorporating diverse identities (Moradi & Huang, 2008). Norming groups for 
established measures have typically involved predominantly White, heterosexual, 
traditional college-age women. With this said, it is unclear whether these measures are 
appropriate for studies involving racially-diverse, LGBTQ males and females with 
varying SES backgrounds and ages. Although some risk factors have been identified, 
both protective and risk factors associated internalizing objectifying messages have yet to 
be fully understood. The constructs involved in objectification theory have been 
intensively studied since it was established in the late nineties; however, researchers have 
primarily conducted cross-sectional studies to demonstrate the relevance of the model to 
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mental and relational health (Moradi, 2011; Moradi & Huang, 2008). Longitudinal and 
experimental designs are, as of now, rarer in objectification literature. As present research 
has indicated the hypotheses surrounding objectification theory are supported 
(Szymanski, Carr, & Moffitt, 2011), future studies can integrate more experimental and 
longitudinal methods to test potential intervention strategies (Heimerdinger-Edwards, 
Vogel, & Hammer, 2011) and risk and protective mechanisms.   
Another empirical gap in objectification research involves the consistent 
manipulation of self-objectification as opposed to other variables in the model. Moradi 
and Huang (2008) suggest that the experimental manipulation of other variables can 
promote further understanding of other causal pathways. The authors also mention the 
importance of understanding objectification experiences as a cause for the other variables 
outlined in the objectification framework. Indeed, most research examining 
objectification theory has not thoroughly examined the process in which internalization 
occurs in response to environmental stimuli.  Researchers have recommended that future 
studies expand objectification from intrapersonal to interpersonal and systemic 
conceptualizations (Szymanski et al., 2011; Moradi, 2011; McKinley, 2011; 
Heimerdinger-Edwards et al., 2011). It is recommended that more researchers seek to 
further operationalize sexually objectifying environments as Moffitt and Szymanski 
(2011) did in their qualitative analysis of restaurant workers’ experiences. Furthermore, 
individuals’ responses to these environmental conditions need to be explored and defined 
more extensively. It is also recommended that future intervention studies focus on 
targeting objectifying experiences as opposed to other mediating variables (Szymanski et 
al., 2011 & Moradi, 2011). This would focus on environmental conditions, as opposed to 
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the intrapersonal issues, that contribute to a range of eating, mood, and performance-
related concerns.   
Moradi (2011) and McKinley (2011) both emphasize the importance of 
examining more systemic interventions in the process of working with self-objectification 
issues.  McKinley (2011), specifically suggests that components of power differentials be 
incorporated into understanding the objectified body consciousness and its effects on 
both men and women. Most objectification theory research has been focused on women’s 
experiences and have not investigated the following: a) protective factors against 
objectification; b) how objectification affects men; c) the ways in which men are 
objectified; d) how women’s objectified body consciousness affects their relationships 
with men; and e) men’s and women’s promotion of objectifying environments. With this 
said, individually-oriented interventions for women, focused on media education and 
awareness, have not been sufficient for creating second-order change in couple, familial 
and community relationships. In fact, such interventions have demonstrated minimal 
efficacy thus far (Grabe, Ward, Hyde, & Shibley, 2008). As aforementioned, coping 
strategies and protective mechanisms have not been thoroughly examined in the present 
literature, especially in terms of relationships and wider systems (Heimerdinger-Edwards 
et al., 2011; Moradi & Huang, 2008). McKinley (2011) recognizes that women who 
focus on social activism, as opposed to body acceptance, demonstrate lower levels of 
body shame. With this said, as girls and women are continuously exposed to objectifying 
media and environments, attempts to buffer the effects of these experiences is warranted 
until wider systemic change is elicited.      
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Race and ethnicity. The influence of marginalized cultural identity on the 
internalization of standards of beauty has also been shown to contribute to self-
objectification (Moradi & Huang, 2008), yet objectification theory has been primarily 
studied in White samples of college-age women (McKinley, 2011; Moradi, 2011; 
Szymanski et al., 2011). Furthermore, in the majority of these studies, researchers have 
not reported on sexual identity, transgender identity, religion, disability, or SES. 
Understanding social concepts of attractiveness and perception of beauty are extremely 
relevant for diverse women, as consumer culture is based off of such female portrayals 
(Gill, 2008). A few objectification studies have considered a wider variety of constructs 
with regard to disability, age, skin color, and sexual identity (Buchanan, Fisher, Tokar & 
Yoder, 2008; Hebl, King, & Lin, 2004; Hill & Fisher, 2008; Moradi, 2011; Wiseman & 
Moradi, 2010). These studies have shown that, although objectification theory may have 
general relevance for women on the basis of gender, differences in social location can 
change the manifestation of these constructs. For example, Buchanan et al., (2008) found 
that the relationship between self-objectification and body surveillance differed when 
comparing African Americans’ and European Americans’ experiences. Furthermore, 
research has also shown that issues surrounding self-objectification and the thin-ideal are 
not just limited to women in western cultures (Gordon, 2001; Wan, 2003) For example, 
Wan (2003) conducted a study to examine the influence of advertising on body image for 
women in Asia. Specifically, the researcher compared women in Hong Kong and the 
United States finding that the groups were similar on dieting and body dissatisfaction. It 
was found, however, that this dissatisfaction was manifested differently in that American 
women tended to exercise and receive plastic surgery more often.  
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Influences of culture and social location in the valuing of women are extremely 
relevant as components of identity have powerful meanings (McKinley, 2011; Watts-
Jones, 2010). As one example, Black women are influenced by socio-historical and 
multigenerational concepts that White women do not experience. With a legacy of 
slavery influencing social images in society, the hyper-sexualized stereotypes imposed on 
African Americans during slavery are often portrayed in the media during present day 
(Bazargan, Kelly, Stein, Husaini, & Bazargan, 2000; Burson, 1998). For example, 
according to Ruby (1988), media images of Black women inform relational awareness 
directly as Black women are infrequently shown with Black men. In fact, the author 
states that images have depicted Black men choosing White women over Black women. 
Such presentations in the media serve to split women into hierarchical evaluation of self 
and other while simultaneously influencing development of an objectified body 
consciousness.   
Historically the women’s liberation movement has not included the experiences of 
racially diverse women (Baxandall, 200l). This pattern spans to the feminist focus on 
objectification and its effects on well-being. Without the inclusion of all women’s voices, 
restructuring the nature of societal views on women cannot be targeted as effectively.  
Overall, understanding intersections of sex, race, class, ethnicity, gender-identity, 
disability, and sexual identity are important for conceptualizing objectification theory for 
diverse individuals.  
Empirically Supported Approaches 
There is a huge gender difference in those susceptible to EDs, with female 
sufferers significantly outnumbering males with the disorder—perhaps a consequence of 
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the objectification theory framework. Yet many of the causal theories informing ED 
treatments do not address the gender differences in these rates and experiences. In 
contrast, many investigators have linked internalization of the “thin-ideal” and 
appearance-related social pressures lead with both body image dissatisfaction and ED 
behaviors (e.g., Diedrich & Lee, 2011; Harper & Tiggemann, 2008; Moradi & Huang, 
2008; Stice, Spangler, & Agras, 2001). Surprisingly, this perspective has not been 
included or discussed in most treatment approaches, and risk factors for susceptibility to 
objectifying stimuli have not been thoroughly examined.   
The individual and social costs of EDs are well documented and treatment 
outcomes are limited (Wilson et al., 2007). Further, there continues to be treatment 
barriers for those who suffer from ED and body image concerns. Although treatment is 
key, only 10% of those with EDs receive treatment for eating and weight concerns 
(ANAD, 2014). As data continues to reinforce the importance of ongoing mental health 
treatment (Palla & Litt, 1988), the need for further discovery of the etiological and risk 
factor mechanisms involved in development of EDs is warranted. 
Several approaches, with varying levels of empirical support, have been 
developed and used for those with ED diagnoses, (Wilson et al., 2007) and many have 
been compared in treatment studies (Brownley, Berkman, Sedway, Lohr, & Bulik, 2007; 
Schmidt et al., 2007). Cognitive Behavioral Therapy (CBT) has been promoted as the 
best treatment available for BN and Binge Eating Disorder (BED) (Stewart & 
Williamson, 2004). For BN, studies of CBT have shown symptom elimination for 30-
50% of cases (Wilson et al., 2007), and for AN, studies have shown that CBT approaches 
were no more effective than control groups (Ball & Mitchell, 2004; McIntosh et al., 
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2005). Although CBT remains the treatment of choice for BN and BED, many remain 
unresponsive to this approach.  
Interpersonal Psychotherapy has been compared to CBT in the treatment of BN 
and, in some studies, has demonstrated similar effectiveness at specific times throughout 
and after treatment (Wilson et al., 2007). Preliminary research for Dialectical Behavior 
Therapy (DBT) and Motivational Interviewing (MET), in the treatment of EDs, has also 
been conducted. It has been found that DBT may be helpful in decreasing numbers of ED 
episodes for women; however, there have been few experimental studies examining this 
approach as of yet (Courbasson, Nishikawa, & Shapira, 2011; Lenz, Taylor, Fleming, & 
Serman, 2014). MET has not been supported as a primary treatment for EDs; rather, it 
can be conducted as a supplemental approach along with other treatment modalities 
(Boivin et al., 2008).  Finally, medication and joint medication-psychotherapy studies 
have demonstrated limited results. Studies examining medication alone demonstrate 
negligible effects for AN and are not effective in the treatment of BN over time (Wilson 
et al., 2007). Further, according to Wilson et al. (2007), combining psychotherapy and 
antidepressant medication is not more effective than psychotherapy alone, but it may 
have positive effects on co-morbid diagnoses.  
Family-Based Therapy 
One promising area in the treatment of EDs has been family interventions, 
specifically Family-Based Therapy (Maudsley model) in the treatment of AN. This 
approach is the most widely researched, and unlike many treatments, data has been fairly 
consistent (Wilson et al., 2007). The atheoretical Family-based therapy (FBT) is regarded 
as one of the most effective treatments for children and adolescents with AN (Loeb & le 
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Grange, 2009). Focused on behavioral change and empowerment of parents, this model 
has been found to promote long term recovery in 60% or more of children and 
adolescents with AN (le Grange & Eisler, 2009; Lock & le Grange, 2005). Family 
interventions have become the standard of care in the treatment of adolescents with AN 
(Hurst et al., 2012) and have shown promise for treating adolescents with BN (Le 
Grange, Lock, & Dymer, 2003). With this said, FBT evidence has shown that some form 
of change in the family elicits a reduction of ED symptoms. Healthy relational change, as 
cultivated in the process of conducting FBT, is a clue to understanding potential buffers 
against the development of EDs and possibly the susceptibility to internalization of 
objectifying messages. More research is needed for understanding the mechanisms 
operating in such approaches.  
Mechanisms of family therapy.  
EDs in youth have been consistently linked to family problems such as conflict, 
parental distress (e.g., depression, anxiety, alcoholism) as well as ED symptoms in other 
family members (French, Story, Downes, Resnick, & Blum, 1995; Jacobi, Hayward, de 
Zwaan, Kraemer, & Agras, 2004; Lilenfeld, et. al., 1998; Polivy & Herman, 2002; Ringer 
& Crittenden, 2007; Toker & Hocaoğlu, 2009). On the other hand, positive family factors 
have been shown to have protective role against EDs or aid in recovery. Studies have 
shown that social support, family connectedness, emotional well-being, family meals, 
perceived mother and father acceptance, and positive family communication protect 
against disordered eating in adolescence (Allen, Gibson, McLean, Davis & Byrne, 2014; 
Barker & Galamtos, 2003; Croll, Neumark-Sztainer, Story & Irelaqnd, 2002; McVey, 
Pepler, Davis, Flett, & Abdolell, 2002; Fonseca, Ireland, & Resnick, 2002; Neumark-
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Sztainer, Eisenberg, Fulkerson, Story, & Larson, 2008; Striegel-Moore, Seely, & 
Lwensohn, 2003; Taylor et al, 2006; Wade, Bulik, & Kendler, 2001; Waller, Dickson, & 
Ohanian, 2002).  
At present, researchers remain uncertain why family interventions are among the 
most effective of ED therapies when compared to individual models (Fairburn, 2005). 
There are several reasons that family interventions might be more effective in treated ED-
related concerns. First, it is possible that family attitudes and behavior (e.g., parents’ 
obsessive concern with food) contribute to girls’ and women’s tendencies to become 
preoccupied with food (Polivy & Herman, 2002). Second, some may demonstrate a 
biological predisposition to eating disorders through genetic (Bulik et al., 2003) or 
addictive tendencies (Wilson, 1991), and family dynamics may reinforce these 
inclinations (Geist, Heinmaa, Stephens, Davis, & Katzman, 2000; Minuchin et. al., 1978). 
With this said, Attachment Theory (Bowlby 1969, 1973, 1988; Hazan & Shaver, 1987, 
1994) presents a family framework for development of self that might buffer against the 
contextual risk factors for disordered eating outlined in objectification theory. As FBT 
does not focus on the theoretical underpinnings of change in the ED client or her family, 
it is possible that improving attachment relationships may be a byproduct of improving 
how a family functions. 
Attachment Theory 
Family interventions have been successful for symptom reduction in youth with 
EDs. This indicates that there is a legitimate reason for understanding family 
relationships as a factor in the development of self-objectification and disordered eating. 
From a developmental point of view, theorists have explained that humans evolved with 
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the need to develop and seek out bonds with caregivers and that the quality of these 
relational interactions create the framework informing personal self-worth and emotional 
regulation abilities (Hazan & Shaver, 1987; Kobak, 1999; Kobak & Sceery, 1988). The 
premise of Attachment Theory emphasizes that adult behaviors of adjustment and 
survival are informed by early relational experiences with caregivers (Bowlby, 1982). 
Specifically, caregiver responsiveness and emotional availability fosters development of 
attachment security, in response to the self and others (Bowlby 1973, 1988; Mikulincer & 
Shaver, 2012). In present literature, Attachment Theory has been used to conceptualize 
behaviors, experiences, motivations and treatment of children, adults, and families. 
Although the mechanisms that promote this internalization process between parents and 
children is not yet clear, decades of theoretical development and extensive research has 
demonstrated that individuals learn to feel self-worth and regulate emotions through 
experiences in attachment relationships. 
Attachment theorists have identified mechanisms through which experiences in 
early years contributes to feelings about the self and others (Thompson & Calkins, 1996; 
Yap, Allen & Sheeber, 2007). Specifically, Thompson and Calkins (1996) have posited 
that contextual and intrinsic risk factors for mental health concerns can hold children 
back from developing successful socio-regulatory tactics when environmental demands 
are trying and inconsistent. The theorists suggest that the ways in which children develop 
their emotion regulation strategies is contextual and complex. Further, they emphasize the 
importance of understanding goals of emotion regulation strategies in terms of 
environmental and relational domains. Yap et al. (2007) builds on these constructs with 
regard to family influences and environmental contexts of psychopathology, through 
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understanding depressive symptoms in adolescents. These theorists propose a framework 
for understanding how families function to protect from, or increase risk of mental health 
issues. Emotion regulation, a conceptual center point for the influences of the 
socialization of emotion, is framed as an organizing principle to understand how family 
processes affect adolescent development. 
With regard to the development of self-concept, Fraley and Shaver (2000) worked 
to identify attachment orientations (styles) as specific patterns, given one’s internalized 
relational experiences. Internal Working Models (IWM) inform the way individuals 
experience themselves and the social nature of their world. Although one’s past 
attachment relationships can predispose future patterns, research has demonstrated that 
IWMs and attachment styles can change over time (Sagi et al., 1997). Therefore, a person 
with a previously insecure attachment style has the capacity redefine his or her pattern 
through future relationships that are secure. Byng-Hall (1999) defines a secure base as a 
relationship where one is “able to feel sufficiently secure to explore their potential” (p. 
627). In the absence of security, the way one experiences self within the body may be 
related to insecurities in intimate relationships (Cash & Fleming, 2002).  
After Hazan and Shaver (1987) proposed their model of adult attachment in 
relationships, Bartholomew and Horowitz (1991) hypothesized that adult attachment 
styles can fall into four primary domains: secure, preoccupied, fearful, and dismissing. 
These authors described the secure style as an individual’s capacity to balance intimacy 
and autonomy. The preoccupied style was distinguishable due to an individual’s 
predominant lack of self-worth and consistent seeking of approval from others. Like the 
preoccupied style, the fearful style indicated a lack of self-worth; however, general 
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patterns for these individuals exhibiting fearful style involved avoiding others and 
anticipating rejection. Finally, those with a dismissive attachment style generally feel 
worthy of love, but have difficulties trusting others. In 1994, Shaver and Hazan argued 
that these four styles can actually be viewed on a continuum between anxious and 
avoidant patterns of attachment. 
 Attachment theory has provided a developmental framework for understanding 
how one cultivates personal and relational security. Hazan and Shaver (1987) have shown 
that those with inconsistent and unavailable attachment figures tend to be high in 
attachment anxiety or avoidance, respectively. Attachment anxiety has been associated 
with both individual and relational problems—specifically, engaging in compulsive 
strategies to seek closeness with attachment figures and having concerns with managing 
affect and emotional distress (Kobak, 1999). Those higher in attachment avoidance 
minimize attachment affect and avoid closeness (Hazan & Shaver, 1987; Mikulincer & 
Shaver, 2005). As attachment style has been associated with self-concept, general 
psychopathology, and negative interpersonal functioning, attachment theory provides 
important insights to the etiological ED literature (Tasca, Ritchie, & Balfour, 2011).  
Research on Attachment 
 
Attachment theory has been used to understand a variety of mental health issues; 
yet, it is only beginning to be integrated into the conceptualization of EDs (Illing et al., 
2010). As of now, researchers have demonstrated that attachment insecurity is associated 
with body image, emotion regulation, and disordered eating (Illing et al., 2010; Keating, 
Tasca, & Hill, 2013; Kobak, 1999; Tasca et al., 2009).  
Eating disorders. A growing body of literature has demonstrated that ED 
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symptoms are associated with less attachment security and greater attachment avoidance 
and anxiety (Barone & Guiducci, 2009; Illing et al., 2010; Sharpe et al., 1998; Tasca et 
al., 2011; Troisi, Massaroni, & Cuzzolaro, 2005; Ward et al., 2001). To examine the 
structural relationships between attachment anxiety, attachment avoidance, alexithymia 
and body esteem, Keating et al. (2013) recruited a clinical sample of 300 females 
diagnosed with AN, BN or EDNOS. The sample consisted of primarily young (mean age 
26.51 years), mostly White, single women. The chronicity of eating disorder 
symptomology was an average of 7.84 years and the average BMI was 20.67. Three self-
report measures were used for analysis: the Attachment Styles Questionnaire (ASQ; 
Feeney, Noller, & Hanrahan, 1994), the Toronto Alexithymia Scale (TAS; Bagby, Parker, 
& Taylor, 1994), and the Body Esteem Scale for Adolescents and Adults (BESAA; 
Mendelson, Mendelson, & White, 2001). Results demonstrated a negative relationship 
between attachment anxiety and body esteem as well as an indirect, negative relationship 
between attachment avoidance and body esteem through alexithymia. The researchers 
emphasize that addressing attachment insecurity and affect regulation may be important 
for addressing issues of body image in ED treatment. 
Greater levels of attachment insecurity have not only been associated with EDs, 
but attachment insecurity has also been associated with poorer treatment results and 
increased ED symptomology (Illing et al., 2010; Tasca et al., 2011). Illing et al. (2010) 
investigated the attachment insecurity in relation to ED symptoms and treatment 
outcome. The researchers involved clinical and community samples of women in their 
study. The community sample consisted of 137, mostly White university students and 
volunteers. The 243 clinical participants were also predominantly White and diagnosed 
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with AN or BN. Measures for eating disorder diagnosis (Eating Disorder Diagnostic 
Scale; Stice, Telch, & Rizvi, 2000), eating disorder behaviors and symptoms (EDI; 
Garner & Olmsted, 1984), and attachment style (Attachment Style Questionnaire; Feeney 
et al., 1994) were administered.  Results demonstrated that the ED sample had greater 
levels of attachment insecurity than the community sample. Further, across ED 
diagnoses, those in the clinical sample, with greater attachment anxiety, had more severe 
ED symptoms as well as poorer treatment outcomes from the day hospital program. 
Self-objectification. Some research has also investigated attachment with regard 
to self-objectification. Derhy-Snijders (2007) examined associations between attachment 
style and self-objectification in women with ED symptomology. It was found that 
insecure attachment style was associated with body shame. In addition, McKinley and 
Randa (2005) conducted a study examining attachment and body satisfaction, while 
incorporating body surveillance—a construct related to self-objectification. In a 
replication of Cash et al. (2004), the researchers expanded the aims of the study by asking 
participants to report on general attachment or specific attachment (e.g., to a close friend 
or romantic partner). Furthermore, the researchers controlled for body surveillance while 
analyzing the relationships between these variables. The sample consisted of 133 
predominantly White females (mean age 30.5 years). Participants had varying 
relationship statuses and their body mass indexes were not reported. Three self-report 
assessments were used to measure the constructs of interest: Body Surveillance Scale 
(McKinley & Hyde, 1996), Experiences in Close Relationships-Revised (ECR-R; Fraley, 
Waller, & Brennan, 2000), and the Body Esteem Scale (BES; Franzoi & Shields, 1984). 
Findings were consistent with previous research in that secure attachment is positively 
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associated with body image satisfaction. For general and close friends specifically, 
attachment was an independent predictor of satisfaction, while for romantic relationships, 
body surveillance was the only independent contributor.  
Race and ethnicity. Since its creation, Attachment Theory has been studied 
cross-culturally (Ainsworth, 1963, 1967; Kermoian & Leiderman, 1986; Grossman, 
Grossman, Spangler, Suess, & Unzner, 1985; Takahashi, 1986; Sagi et al., 1997). As ED 
literature has generally focused primarily on White women, there are very few studies 
investigating ED-related constructs and attachment for racially and ethnically diverse 
women. When diverse women have been included, findings suggest that attachment is 
associated with ED-related constructs in similar ways. In a study involving male and 
female college students, Cash et al. (2004) found that body image disturbance was 
associated with less secure levels of attachment, specifically more anxious romantic 
attachment. The study by Cash et al. (2004) is noteworthy because it intentionally 
included a diverse sample where 42% of participants identified as Black (30%), Asian, or 
Latina. Results from the study demonstrated that less secure attachment was related to 
greater body image disturbance. These findings, across race, give further support for the 
research asserting that EDs do extend beyond the experiences of White women. 
Gaps 
 
Although Attachment Theory has been identified as a core developmental mental 
health perspective, attachment research for EDs and disordered eating is only beginning 
to enter the etiological and treatment literature (Tasca et al., 2011). The majority of 
empirical literature involves cross-sectional designs, limiting the ability to make causal 
inferences with collected data. Further, an important limitation exists in that attachment 
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and ED studies have primarily included White participants in their samples, limiting the 
capacity to extend findings to racially and ethnically diverse populations. 
Present Study 
Objectification theory describes how women and girls are acculturated to take on 
the views of others into their personal self-concepts (Fredrickson & Roberts, 1997). This 
creates an unstable sense of self as one becomes defined by external standards of 
appearance. Attachment theory describes how early relationships inform one’s framework 
for self-identity (Hazan & Shaver, 1987). With this said, those with more secure 
attachments may respond differently to objectifying messages from the outside world. 
Although women are acculturated to internalize third party perspectives of how their 
bodies should look (Fredrickson & Roberts, 1997), a stronger sense of self-identity, 
developed through attachment relationships, may provide a different method for 
interpreting this information. Body shame, another important construct in the 
objectification framework, has particular relevance to the attachment and emotion 
regulation literature. Body shame is an emotional response to self-objectification in that 
the internalization of these negative messages creates more opportunities for experiencing 
shame about ones’ body (Noll & Fredrickson, 1998). Girls and women then engage in 
disordered eating behaviors in attempts to manage these negative emotional experiences 
(Moradi & Huang, 2008; Noll & Fredrickson, 1998). With this said, secure attachment 
can also inform emotional regulation aptitude and can influence one’s ability to heighten 
or lessen affective responses (Thompson, 1994). Effective emotion regulation strategies 
have been linked to lower levels of psychopathology (Aldao, Nolen-Hoeksema, & 
Schweizer, 2010), and can serve to calm intense emotional experiences, such as shame, 
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without engaging in unhealthy eating behaviors.  
While the relationships between objectification experiences, self-objectification, 
and disordered eating symptoms have been demonstrated, researchers have not 
extensively investigated why women and girls experience varying levels of 
internalization of these objectifying messages (self-objectification). Specifically, the 
model does not explain why some women develop EDs and others do not. Risk and 
protective factors influencing susceptibility have not been thoroughly investigated in 
present literature. Biological, familial, personality, and cultural components could be 
involved in conceptualizing the varying levels of risk within the objectification 
framework; however, these questions are seldom explored. Given the relevance of family 
relationships in the ED treatment literature, this study uses attachment theory to examine 
the role of family in the internalization of objectifying stimuli as well as concerns about 
food and body shape, a fundamental symptom of EDs. In order to obtain an objective 
measure of participants’ concern about food and body shape, the ED-specific stroop test 
was used to test attentional bias towards body shape words (Ben-Tovim & Walker, 1991; 
Ben-Tovim, Walker, Fok, & Yap, 1989; Jones-Chesters, Monsell & Cooper, 1998).  
The following research design and hypotheses were developed to test the primary 
research aim: examining attachment insecurity as a risk factor in the objectification 
theory framework. A repeated measures experimental design was utilized in the present 
study. Each participant either viewed an image set reinforcing the thin-ideal or a control 
image set of products (no people). Participants were assigned to one of four groups based 
on level of attachment insecurity and image condition: high attachment insecurity and 
control images; low attachment insecurity and control images; high attachment insecurity 
38 
 
and experimental images; low attachment insecurity and experimental images. Groups 
were balanced on race, type of insecurity (anxious, avoidant, both), and level of 
insecurity (over a standard deviation above the mean) using the minimization method. 
The study involved deception techniques to protect validity. Participants were told that 
the purpose of the research was to understand women’s attitudes towards advertising. 
Participants took a screening measure online to assess inclusion and exclusion criteria 
and then were invited for an in-person data collection session. During sessions, 
participants filled out study-specific, exploratory and deception self-report measures, 
viewed the experimental or control image set, and took a cognitive processing test with 
ED-specific stimuli. A deception check question was included at the end of the session in 
order to ensure validity. The following specific hypotheses were tested using this design: 
Hypotheses 
1) Exposure to objectifying stimuli will cause higher levels of state self-
objectification and greater attentional bias towards ED-salient stimuli, while 
controlling for self-esteem and parental psychological control.  
2) Exposure to objectifying stimuli will cause higher levels of state self-
objectification and greater attentional bias towards ED-salient stimuli for the 
high attachment insecurity group, while controlling for self-esteem and 
parental psychological control. 
Data Analytic Plan 
The data were entered, cleaned, and analyzed in SPSS version 23.0. The primary 
hypotheses were tested with a factorial MANCOVA, where condition (objectifying vs. 
control image sets) and attachment insecurity group (defined using cutoff scores on the 
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Experiences in Close Relationships- Relationship Structures Questionairre, ECR-RS; 
Fraley, Heffernan, Vicary, & Brumbaugh, 2011)  were entered as independent variables, 
and parental psychological control (Parental Psychological Control Scale- Youth Self-
Report, PCS-YSR; Barber, 1996) and self-esteem esteem (Single-Item Self-Esteem Scale, 
SISE; Robins, Hendin, & Trzesniewski, 2011) were covariates.  
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CHAPTER III: METHODOLOGY 
Participants 
Participants were 113 women between the ages 18-33 years (M= 20.61, SD= 
2.49). Power analyses yielded a minimum sample size of 100-120 to detect a medium to 
large effect size (Cohen, 1988; Westland, 2010). Based on participant report, 61.9% of 
the participants found out about the study through flier postings and 51.9% got 
information from classroom visits. Although recruitment included women from the 
community, the majority of the sample consisted of university students (98.3%). Efforts 
were made throughout the study to recruit a racially and ethnically diverse sample; 
however, White (53.1%) and European or European American (45%) participants were 
the most represented, followed by Asian (32.7%) or Asian American (29.7%) 
participants. Demographic information including race, ethnicity, student status, 
relationship status, religious affiliation, and family income, is provided in Table 1.  
In order to control for extraneous factors, inclusion criteria for the present study  
 
required participants: 1) identify as heterosexual, 2) identify as a woman, 3) fall in the  
 
normal to overweight BMI range (18.5 to 29.9) and 4) be between 18 and 35 years of age.  
 
On average, participants fell in the normal range on the BMI (M= 22.7, SD= 3.6) and  
 
exercised an average of 4.5 (SD= 3.4) hours per week. Exclusion criteria included the  
 
following: 1) transgender identity, 2) cardiovascular concerns (for physiological  
 
measures), 3) pregnancy, and 4) severe depression, defined as scoring above a 31 on the  
 
Beck Depression Inventory Depression Inventory (BDI-II: Beck, Brown, & Steer,  
 
1996). On average, participants scored a 10.1 (SD= 7.4) on the BDI, indicating that the  
 
sample had minimal depressive symptoms. 
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Recruitment. Recruitment for participation in this study was facilitated at three 
mid-Atlantic universities. Participants were informed of the study by the following 
mechanisms: campus fliers (see Appendix III), the Sona extra credit system for 
undergraduates, classroom announcements, postings on student group web and social 
pages, and word of mouth. A primary recruitment strategy was from the Sona System 
software for participant recruitment (at one of the three universities where there were 
recruitment efforts). This system allowed for undergraduate students to get information 
about the study and gain extra credit for their involvement. Sona is an established 
university system in the psychology department and follows strict guidelines with regard 
to the distribution of credit.  
 Fliers were distributed in academic buildings and key locations around campus. 
Contact information and a brief description of the study was provided. The research team 
attended classes and student organization meetings to spread word about the study and to 
schedule in-person visits. Brief announcements were made in these settings and the 
research team followed a pre-determined script when addressing the group. The 
aforementioned fliers were handed out to interested students. With regard to webpages 
and social media, upon approval of student organization leaders, a posting of the flier 
content was written on the sites of student organizations. Recruitment from the 
community surrounding the universities was solely through word of mouth. 
Through all sources of recruitment, participants were made aware of the payment 
system involved in the study. They were also informed that, before attending the in-
person session, they will be asked to complete a screening assessment online or over the 
phone to determine eligibility and that the participants meeting inclusion criteria would 
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be contacted to discuss scheduling. All participants interested in completing the screen 
were given a screening identification number to enter into qualtrics. Finally, each 
participant, who successfully completed the study, chose to receive $20 or extra credit 
from the Sona System. The contact information for the researcher was made available in 
case any questions or concerns arose during recruitment or after data collection.  
Procedure 
Design. The present study incorporated a repeated measures experimental design. 
IRB approval was obtained for the initial submission, continuing review, and eight 
amendments. The study involved deception to protect the validity of the results, in that 
participants were led to believe that the purpose of the study was to understand women’s 
“attitudes towards advertising and self-perception.” This deception cover story was used 
by Halliwell et al., (2011) and Fredrickson et al. (1998) when they conducted 
experimental studies examining the effects of objectifying images on participants. Similar 
to the methods described by these researchers, in the present study, women were told that 
the study was about “examining interpersonal, social, psychological, and physiological 
influences on attitudes towards advertising and self-perceptions.” The data collection 
process for each participant involved two separate activities: screening and in-person data 
collection.  
Screening and condition assignment. The research team collected screening 
materials (see Appendices III and V) before participants were approved to participate in 
the study. The purpose of the screen was to assess whether or not the participant met 
inclusion and exclusion criteria and to gather information for assignment to condition. On 
the screening assessment, participants completed a demographic information form, a 
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deception questionnaire the ECR-RS, self-reported height and weight, and the BDI-II. As 
participants were filling out the BDI-II and potentially endorsing depressive symptoms 
and suicidal thoughts, a crisis protocol (see Appendix IV) was submitted to the IRB and 
approved. If participants scored a 21 (moderate depression) or higher on the BDI-II, they 
were contacted by phone with information about referral resources for counseling in the 
community. Participants who endorsed suicidal thoughts, but no intent or plan, were also 
contacted with referral resources. If a participant endorsed intent or plan, the PI called 
them directly to assess safety with the Columbia-Suicide Severity Rating Scale (C-SSRS; 
Posner et al., 2011). The crisis protocol discussed mobilizing emergency services should 
a participant be at risk of harming herself.  
With data from the screening assessments, the research team did the following: 1) 
determined if the participant was eligible for a data-collection session; 2) used the ECR-
RS cut-off score (see measures section) to determine if the participant should be in the 
high insecurity or low insecurity group; 3) used the minimization method, a largely 
nonrandom strategy used to balance groups effectively in clinical trials (Scott, 
McPherson, Ramsay, & Campbell, 2002), to assign participants to each condition (see 
Figure 1). The minimization method ensured that groups were balanced on participant’s 
racial identity (white or non-white), type of high insecurity (anxious, avoidant, or both), 
and level of insecurity (one standard deviation above or below the sample mean). 
Data collection sessions. Once eligibility was determined, participants were 
contacted with their results. Eligible participants were scheduled for an individual data-
collection session and the research team answered questions about the study. Once the 
session was scheduled, participants were emailed directions and instructions for the visit. 
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Before arrival, the research team prepared for the session by noting: 1) the participant’s 
assigned ID number, 2) the assigned condition (control or experimental images), and 3) 
the order of the stroop cards (see measures section). Upon arrival, participants were 
greeted in the waiting area and then taken to a private research room. A sound machine 
was turned on to ensure participant confidentiality and to block outside noises in the 
hallway. Participants were then engaged in a conversation about the study procedure and 
the consent form (see Appendix III). Once the consent form was explained and questions 
were answered, participants were prompted to sign the consent form if they wished to 
participate in the study. After signing the consent, participants were taken to a nursing 
station down the hall and height and weight were collected to confirm self-report 
information provided in the screening assessment. Participants were weighed on a 
physician’s scale while facing away from the numbers. This procedure was implemented 
to control the potential heightening of weight-related anxiety for the purposes of the 
experiment (Frederickson et al., 1998).   
After height and weight data were collected, participants were led back to the 
individual research room where they completed the pre-experimental assessment battery 
on a laptop, using qualtrics. Participant ID numbers were entered into the qualtrics 
system at the beginning of the assessment. This assessment contained the following: 1) a 
deception questionnaire, 2) the SOQ, 3) the SISE, 4) the PCS-YSR, and 5) the pre-
experimental TST (see measures section). While the participant filled out the pre-
experimental assessment battery, the image presentation and exploratory physiological 
measures (explained in exploratory measures section below) were prepared.  
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After completing the pre-experimental assessment, the research team used the 
following script to prepare the participant for the image presentation and the exploratory 
physiological measures (see Appendix III for information about physiological measures 
protocol): 
“In this next part, you will have stay in a seated position for about 10 minutes and 
then stay very still for about 8 minutes after that. Right now, while I am connecting the 
physiological measures, you can move a bit as long as you stay in a seated position. 
Before we press the start button to record baseline and experimental data, I will let you 
know and you will need to stay still and look directly at the screen, which will be blank. 
After about another three minutes, the two and a half minute advertisement image 
presentation will come up on the screen. After the image presentation is over, I am asking 
that you remain still for another two minutes. Although it is important that you stay still 
throughout the eight minute segment, during the minutes before and after the image 
presentations, it is extremely important that you stay still and relaxed—avoid yawning, 
sneezing, etc. I will be sitting in the room, and following the two minutes after the image 
presentation, will disconnect you from the physiological measures. When the 
advertisement images come on, focus on the images of the products [FOR 
EXPERIMENTAL CONDITION ONLY: look up and add casually: ‘the clothing, or 
shoes or whatever it is’], and not on the wording. Again, once I let you know when it’s 
time, it is important that you stay completely still, focus on breathing regularly, and look 
only at the screen. It is especially important that you do not move your hands or the wires 
connecting you to the computer. Also, do not squeeze the devices between your fingers or 
add any additional pressure. Overall, just relax your hands and do not move them. Do you 
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need to use the restroom, get a drink, or move around before we get started?” 
The research team then set up the image set and the non-invasive exploratory 
physiological measurement devices. Before beginning the image presentation, the 
following script was used:  
“So now, we are about two minutes away from collecting baseline data and 
beginning the experiment. When I press record, the devices will feel exactly as they do 
now. Now is the time that I need to you stay as still as possible, relax, and focus on 
breathing normally. Please look at the screen at all times from now until two minutes 
after the advertisement presentation, about 8 minutes total. Since you can’t move for 
about 8 more minutes, make sure you are comfortable now. About three minutes after I 
start recording the physiological data, the image presentation will begin on the screen- 
Just note that the screen will remain blank before the images actually come on. I will 
keep record of the time on my stop watch and will disconnect you from the computer 
after the 8 minutes is up. Do not move or take your eyes from the screen until I tell 
you that we are done.  You can move and talk again after that. Make sure to focus on the 
screen at all times. You can go ahead and begin looking at the screen, staying still, 
relaxing and breathing normally and evenly. I will set up a few more devices on the cart 
now and tell you when the 8 minutes have started.” 
The research team then prepared to start the image presentation and record 
physiological data at the same time. During the image presentation, participant movement 
and utterances were recorded on a note to file form for the purposes of the physiological 
measurements. Upon completion of the eight minute period, the research team told the 
participant that the presentation was complete and that she could move again. 
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Immediately following the image presentation, the participants were instructed to fill out 
the post-experimental qualtrics assessment, consisting solely of the same TST measure 
that they received in the pre-experimental assessment battery.   
Following completion of the post-experimental assessment, the research team 
prepared participants for the ED-specific stroop test (described further in the measures 
section). All stroop cards (practice, experimental, and control cards) were previously 
prepared in the correct order before the participant arrived. The following script was used 
to prepare participants for the ED-specific stroop test along with a practice card: 
“For this next part, we want you to try to ignore the words on the cards and to 
name the colors in which they are printed. Try to do this as fast as possible while 
remaining accurate. Start with the top row and read each row from left to right. 
Immediately correct any errors and continue without stopping. The card will be placed on 
the table in front of you just like this. Although you can’t point at each word segment, 
you can move your thumb down the end of the columns to keep track (SHOW THEM 
WHAT YOU MEAN). Say ‘Done’ and look up when you are finished.” 
The participants were then encouraged to use the practice card to make sure they 
understood the instructions. After going through the practice card, the following script 
was used to prepare for the beginning of the stroop test: 
“Okay, so now we are going to begin the timed test. I will record how long it 
takes you with a stopwatch. I will give you 15 seconds break between each card. Are you 
ready?” 
The research team then timed the participant on the experimental and control 
cards. All mistakes with and without corrections were recorded. Once the stroop test was 
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complete, participants were given a final assessment battery on qualtrics. This assessment 
battery included a deception check question as well as exploratory measures (see 
exploratory measures section). Debriefing paperwork was gathered as participants 
completed the final assessment battery. 
Upon completion of the final assessment battery, participants were debriefed and 
provided with a form (see Appendix III) stating the true purpose of the study, information 
about the thin-ideal, information about local resources for therapeutic services, and the 
researcher’s contact information. Participants signed the debriefing form to confirm that 
they were debriefed by the research team. The research team then reiterated the 
importance of keeping the true purpose of the study confidential to keep the deception 
narrative intact for potential participants. Then participants chose whether they wanted to 
receive $20.00 or receive Sona extra credit. Participants signed a form (see Appendix III) 
stating what option they chose and were provided with money or gave class information 
for extra credit. Before leaving, participants were given copies of their signed consent, 
signed debriefing form and signed money/extra credit form. All original copies were kept 
in a locked office along with written and electronic data from the study. Participants were 
encouraged to contact the researcher if they had any questions or concerns about the 
study.   
Exploratory measures.  The present study included some exploratory measures 
relevant to the objectification theory framework, emotion regulation and attachment. 
These exploratory measures were not used to test the hypotheses in the present study. 
Heart rate, skin conductance, and respiratory rate were collected to measure heart rate 
variability during the image presentations. The Thought Technology system for 
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biofeedback measurement was used in the present study and all physiological measures 
were non-invasive. The stroop test also included a food card and a matched control card. 
The final assessment, at the end of the study (after the deception check question), 
included the Eating Attitudes Test (EAT-26; Garner, Olmsted, Bohr, & Garfinkel, 1982).  
to assess self-reported eating disorder symptoms, the Body Shame Questionairre (BSQ; 
Noll & Frederickson, 1998) to assess body shame, and several open-ended questions: 1) 
What was it like to participate in this research study? 2) From your perspective as a 
woman, what was it like to view the advertisement images? 3) Do you feel your racial 
identity influenced your experience of the advertisement images? Please explain. 4) Do 
you feel your ethnic identity influenced your experience of the advertisement images? 
Please explain. Data from these measures are outside the scope of the proposed research 
questions and not explored in the present study. These exploratory measures will be used 
to test other hypotheses related to attachment, racial identity, objectification theory, and 
eating disorders.  
Measures and Materials 
Screening. The screening measure was administered via qualtrics. Participants 
were assigned a screening ID number to enter at the beginning of the assessment and 
completed a demographic information form, a deception questionnaire (DQ1) the ECR-
RS, and finally, the BDI-II.  
Demographic information. The first measure participants completed was the 
demographic information (used to determine sample characteristics). Participants were 
asked about their sex, ethnicity, race, age, gender, sexual identity, student status, height, 
weight, amount of exercise, relationship status, religious beliefs, cardiovascular concerns 
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(for physiological data collection), pregnancy status, and amount of exercise per week 
(see Appendix III). Participants were also asked how they found out about the study in 
order to assess recruitment efforts on campus and in the community. Self-reported BMI 
was calculated using the height and weight from the screening measure. 
Deception questionnaire at screening (DQ1). Deception measures were used to 
control for demand effects during the screening and in-person data collection (Harper & 
Tiggemann, 2008; Halliwell et al., 2011 Hawkins, Richards, Granley, & Stein, 2004; 
Stice & Shaw, 1994). Participants completed a measure of consumer-related behavior and 
media use along with the demographic information form during screening (see Appendix 
III). The six-item measure was created in a similar style as the Role of Advertising 
Questionnaire (RAQ; Hawkins, 1996; Hawkins et al., 2004) and included items asking 
about preferred stores for shopping.  
Attachment insecurity. The Experiences in Close Relationships-Relationships 
Structures Questionnaire (ECR-RS; Fraley et al., 2011) global attachment measure was 
used to assess attachment patterns of anxiety and avoidance. A set of nine items (e.g., I 
talk things over with this person) are given with respect to four specific relationships: 
mother, father, romantic partner, and best friend. The global measure for attachment 
patterns is calculated by averaging the scores across the four domains. In the validation 
studies, the ECR-RS has demonstrated test-retest reliability. Samples of 21, 838 and 388 
predominately White, American, women (mean age of 31.35 years), in exclusive 
relationships, were included in the studies. Good internal consistency and external 
validity were demonstrated. Cronbach’s alphas for the global measures of attachment 
anxiety and attachment avoidance were .85 and .88 respectively, for the first study and 
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.80 and .88 for the second. In the present study, the ECR-RS avoidance and anxiety 
scales demonstrated decent and good internal consistencies (Cronbach’s Alpha = .78 and 
.84, respectively). 
Attachment insecurity groups. Participants were assigned to one of four groups 
based level of attachment insecurity and image condition: high attachment insecurity and 
control images; low attachment insecurity and control images; high attachment insecurity 
and experimental images; low attachment insecurity and experimental images. High and 
low attachment insecurity groups were defined based on the sample mean scores for 
attachment anxiety and avoidance. Initially, population means were used to determine the 
cut-off score for the groups (Fraley et al., 2011).  In the present sample, the cut-off means 
were 3.35 and 4.19 for attachment avoidance and attachment anxiety, respectively. 
Participants with a score above the mean on either attachment anxiety or avoidance (or 
both) were placed in the high insecurity group. To be placed in the low insecurity group, 
participants needed to score below the mean on both attachment anxiety and avoidance.  
Severe depression. The Beck Depression Inventory-II (BDI-II; Beck et al., 1996) 
was used to screen for severe depression (a score of 31 or higher). The BDI-II has 
acceptable test-retest reliability and high internal consistency (Beck, Steer, Ball, et al., 
1996; Steer & Clark, 1997). It has been widely used as a screening tool for depression 
among a variety of populations. In the present study, the BDI-II demonstrated good 
internal consistency (Cronbach’s Alpha = .82).  
Data collection session. At the in-person data collection session, participants’ 
height and weight were measured, and they completed five activities: 1) filled out pre-
experimental assessment, 2) viewed image set, 3) filled out post-experimental 
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assessment, 4) took ED-specific stroop test, and 5) filled out deception check and final 
measures. In the pre-experimental assessment battery, participants completed a deception 
questionnaire, the SOQ, the PCS-YSR, and the pre-experimental TST. The post-
experimental measure only contained the post-experimental TST. The participants 
completed the ED-specific stroop test before completing the deception check question 
and exploratory measures in the final assessment battery. 
Body mass index. Body mass index (BMI) was calculated from the height and 
weight measurements obtained from each participant at the beginning of their in-person 
data collection session. Participants were asked to stand on a physician’s scale with their 
backs to the results. The research team computed each participant’s BMI using the 
standard instructions provided by the CDC. 
Deception questionnaire at data session (DQ2). The purpose of the second 
deception questionnaire was to continue to distract the participant from the primary 
purpose of the study. The DQ2 required participants to think about a recent advertisement 
image that they saw before attending the data collection session. A series of Likert-scale 
questions were asked based on their impression of this advertisement (see Appendix III). 
Trait self-objectification. The Self-Objectification Questionnaire (SOQ: Noll, 
1996; Noll & Fredrickson, 1998) was developed to measure concern for bodily 
appearances as opposed to physical competence. Participants rank a total of 10 body 
attributes on how important they are to their personal, physical concept. Results can 
range from -25 (lower self-objectification) to 25 (higher self-objectification). Scoring 
involves subtracting the sum of five competence-based attribute ranks (e.g., health) from 
the sum of five appearance-based attribute ranks (e.g., body measurements). The SOQ 
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has demonstrated good test-retest reliability (r=.92) (Miner-Rubino et al., 2002). Noll 
(1996) demonstrated construct validity by finding correlations between the SOQ and the 
Body Image Assessment (Williamson, Davis, Bennett, Goreczny, & Gleaves, 1985) as 
well as the Appearance Anxiety Questionnaire (Dion, Dion, & Keelan, 1990). Further, 
Fredrickson et al., (1998) demonstrated that trait self-objectification was not correlated 
with BMI, indicating that in accordance with the objectification theory, women can be 
preoccupied with bodily appearances regardless of actual weight. Most studies examining 
SOQ primarily included White, undergraduate women (Fredrickson et al., 1998; Miner-
Rubino et al., 2002; Noll & Fredrickson, 1998). 
Due to measurement error in the current study, the SOQ was not used in the final 
analyses. Participants were directed to assign one rank to each attribute listed on the 
measure. A large percentage of participants however, assigned the same rank to multiple 
attributes, therefore compromising the validity of the measure. The internal consistency 
score for the SOQ in the present study was low (Cronbach’s Alpha = .63). 
Parental psychological control. Parental control and psychological enmeshment 
were measured using the Psychological Control Scale Youth Self-Report (PCS-YSR; 
Barber, 1996). This measure was created to assess extent of parental controlling 
behaviors through manipulation (i.e., “My father blames me for other family members’ 
problems”). This behavior might include statements withdrawing love, promoting guilt, 
or producing anxiety (Barber, 2002). During validation, Barber (1996) demonstrated the 
internal consistency of the measure; Cronbach’s alpha was estimated at .81. The construct 
validity of the PCS-YSR has been demonstrated with scales measuring similar constructs 
(Krishnakumar, Buehler, & Barber, 2003). Participants completed this measure twice, 
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once for their mothers (or a mother-like figure) and once for their fathers (or a father-like 
figure). This measure includes eight, three-point Likert scale items. Participants 
responded to the items in four domains: invalidating feelings, constraining verbal 
expression, personal attack, and withdrawal of love. Likert scale answers included the 
following response choices: 1) Not like her (him); 2) Someone like her (him); 3) A lot 
like her (him). Responses are summed for an overall score where higher scores indicate 
greater levels of self-reported parental psychological control. For the present study, the 
scores for mothers and fathers were summed to create a cumulative parental control 
score. In the present study, the PCS-YSR total scale and the subscales for mom and dad 
demonstrated decent to good internal consistency (Cronbach’s Alpha = .84, .78, and .84, 
respectively). 
Self-esteem. The Single-Item Self-Esteem Scale (Robins et al., 2001) was used to 
measure self-esteem. The measure requires participants to respond to one Likert scale 
item: “I have high self-esteem.” In validation studies (Robins et al., 2001), the SISE 
showed strong convergent validity with the Rosenberg Self-Esteem Scale (RSE; 
Rosenberg, 1965). 
State self-objectification. Fredrickson et al. (1998) modified the Twenty 
Statements Test (Kuhn & McPartland, 1954) to measure state self-objectification as a 
manipulation check for their experimental design. These researchers based their measure 
off of the widely-used Twenty Statements Test (TST; Bugental & Zelen, 1950; Kuhn & 
McPartland, 1954; see also Bond & Tak-Sing, 1983; Cousins, 1989). Harper and 
Tiggemann’s (2008) modified version of Fredrickson’s et al. (1998) TST, was used to test 
women’s state view of their bodies in the present study. This measure required 
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participants to complete 10 statements beginning with the phrase, “I am.” As in Harper 
and Tiggemann (2008), blind coders categorized these statements into one of six 
categories: body shape and size, other physical appearance, physical competence, traits or 
abilities, states or emotions, or uncodable. Higher levels of self-objectification (range 1-
10) are indicated by the amount of responses in the body shame and size or other physical 
appearance categories. 
Two different blind coders coded each participant’s pre-experimental and post-
experimental TSTs. Once all coded responses were entered into SPSS, inter-coder 
reliability was determined by calculating an intraclass correlation coefficient. Results of 
the analysis showed an intraclass correlation coefficient of .89. This demonstrated that 
the coders showed good to excellent consistency, on average, in their scoring. 
Image sets. Harper and Tiggemann (2008) found that self-objectification can be 
elicited by viewing images of the thin ideal. In their study, these researchers validated 
control and experimental image sets in which only products (no people), or young, thin 
women were presented, with and without men, respectively. Experimental and control 
sets each contained 15 images. The experimental set, for the individual models without 
men, included 11 images of women from Australian fashion magazines from 2006. The 
face and most of the body of these female models were included. Four images from the 
control set were also included in the experimental images in order to reduce demand 
effects.  
The present study utilized image sets similar to those of Harper and Tiggemann 
(2008) and the specific validation and image selection strategies explained in Deidrichs 
and Lee (2011), Halliwell et al. (2011), Hawkins et al. (2004), and Stice and Shaw, (1994) 
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(see Appendix VI). Advertisement images were selected from the winter and spring 2014 
(February-May) issues of three popular women’s magazines: Vogue, Cosmopolitan, and 
Glamour. These magazines are among the top 70 largest magazines based on circulation 
data (nyjobsource, 2011). Cosmopolitan and Glamour have been ranked among the top 
25 magazines (Audit Bureau of Circulation, 2012). These three magazines tend to 
produce more images of the thin ideal than other magazines, and the focus is on an 
audience of young adult women (Harper & Tiggemann, 2008; Hawkins et al., 2004). 
Furthermore, according to Stice and Shaw (1994), the use of actual magazine images 
increases the external validity of the present study. The following criteria for image 
selection were used as guidelines from Hawkins et al.’s, (2004) study on the thin-ideal in 
media: the advertisement will be a full page, it has to show at least 90% of the body of 
the model, no other models can be in the advertising, any print on the model has to be 14 
point or smaller and larger print fonts cannot be touching the model’s body, the angle of 
the camera has to focus on the model (not on a product), and the advertisement cannot be 
describing a diet products or weight loss. During the image validation process, the 
researcher intentionally included images of models of varying racial and ethnic 
backgrounds to represent the diversity of the sample to be recruited. Previous research 
utilizing thin-ideal image sets have not clearly described the racial or ethnic backgrounds 
of the models depicted. 
The control images consisted of products, and no people, from the same three 
winter and spring 2014 magazines. Advertisements for food, fitness, diets, or weight loss 
were not be included to avoid stimuli that could promote concerns about body 
dimensions (Hawkins et al., 2004; Stice, 1994; Stice & Shaw, 1994). Further, 
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advertisements including well-known celebrities were also avoided to control for other 
confounding stimuli. To prepare for validation, the researcher chose experimental and 
control images from the aforementioned magazines that met (or were close to meeting) 
the proposed criteria. Each magazine page was  photocopied in color and incorporated 
into a digital slide show for effective viewing of the validation participants. 
To test the validity of the image sets, a group of racially and ethnically diverse 
women in the mental health professions volunteered to rate the thin-ideal and control 
images chosen by the researcher. These volunteers used a similar rating structure to the 
four, five-point Likert scale items, described in Deidrichs and Lee (2011), Harper and 
Tiggemann (2008), and Halliwell and Dittmar (2004) for rating the effectiveness and 
appeal of the advertisement images for both control and experimental conditions. For the 
experimental images only, the volunteers used the same scale to rate the attractiveness of 
the model and how much the image embodied a sexualized, thin-ideal. Based on this 
data, image sets were to be matched on effectiveness and appeal. A t-test confirmed that 
there were no significant differences on these domains between the two image sets.  
A manipulation check was also performed to make sure that there was a 
significant change in the mean of the TST as a result of the objectifying images. 
Dependent sample t-tests were used to examine the differences between pre– and post–
experimental TST scores for both participants in both the experimental and control 
conditions. As expected, the difference in pre– and post–experimental TST scores were 
not significant in the control group (t (58)= -1.27, p= .20). TST scores were significantly 
different for pre– and post–measures in the experimental group (t (53)= -2.82, p= .00). 
These findings indicate that the experimental image set was successful in heightening 
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state self-objectification while the control group was not.  
Attentional bias towards ED-salient stimuli. The ED-Specific Stroop Test was 
used to measure attentional bias towards ED salient stimuli (Ben-Tovim et al., 1989). As 
weight and shape concerns are central to ED diagnoses, and there are concerns about 
participants giving socially desirable responses, the disorder-specific stroop test provides 
a more objective measurement approach (Lovell, Williams & Hill, 1997).  In the stroop 
task (Stroop, 1935), participants name the colors of a series of words that are printed on a 
card while attempting to ignore the actual word. In the ED-Specific stroop test, salient 
words for those with EDs (i.e., food, weight, and body shape words) serve as stimuli that 
can distract from the color naming process (Ben-Tovim et al., 1998). 
For the present study, the methodology and stroop card format was modeled from 
Lovell et al.(1997). These researchers examined cognitive bias towards shape and food 
words for women with EDs as compared to those who had recovered from an ED. They 
paired their target stroop cards with control cards, which were matched for word length 
and frequency of use in written English, based on the guidelines of Kucera and Francis 
(1967). In this study, the body shape card was used, as well as its matched control card 
displaying words associated with travel. Participants also received a practice card with a 
series of X’s.   As in Lovell et al. (1997), experimental and control cards contained 10 
rows of 10 words on a plastic covered card and experimental words (chubby, weighing, 
hips, stomach, thighs, calories, plump, fatty, fattening, slim) and control words (travelers, 
inn, pilgrimage, caravan, distant, passport, airports, cruising, journey, postcard) were 
printed in five colors, appearing twice every line in various orders (no colors appearing 
twice in a row).  The research team used a stopwatch to record the time (in seconds) it 
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took participants to finish naming the colors of the words on each card. Mistakes with 
and without corrections were recorded. On average, participants made no more than two 
mistakes without corrections and two mistakes with corrections for each card. Order 
effects were controlled by participants receiving a random order of experimental and 
control cards (provided by a random number generator). 
The research team used the time (in seconds) on the body stroop card as a primary 
outcome variable. This decision was made based under the assumption that a balanced, 
controlled experiment would equally divide groups on the basis of aptitude for the stroop 
test. A t-test was conducted to ensure that there was a significant difference in 
participants’ scores on the experimental versus the control card across conditions (t= 3.52 
(108), p = .00).   
Deception check question. The deception check question at the end of the study 
was to ensure that the cover story for the research remained intact. In qualtrics, 
participants were prompted to respond to the following question: “In your own words, 
describe what this present study is about.” Post data-collection analysis of participant’s 
responses revealed that deception cover story did not hold for 22 out of 113 participants 
(19.4% of the sample) who responded to the question. 
During review of the responses, the researcher assumed the cover story was intact 
if participants 1) stated the advertised purpose of the study (i.e., “how people perceive 
colors and ads together), and/or 2) suggested that the study was about a concept other 
than the true purpose (i.e., “I believe this survey is about how our brain subconsciously 
responds to things.”)  When participants mentioned body image (i.e., “find out physical 
reactions to current advertisement about women or for women; also finding out how 
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some cognitive abilities can be effected by word association with body image by 
society”), referenced the thin-ideal imposed by society (i.e., “normal people’s response to 
the way models look and the way we should look”), or words associated with sexual 
objectification (i.e., “women’s reaction to certain advertisements, which use slim bodies 
and sex appeal to sell products”), the response was considered to be indicative of the 
ineffectiveness of the cover story.    
 Post-data collection analysis revealed that there were approximately an equal 
number of participants, who knew the true purpose of the study, in experimental (n = 10) 
and in control (n = 12) conditions. Furthermore, a t-test revealed that those who knew the 
true purpose of the study did not score significantly different results on the outcome 
measures than those who were deceived by the cover story.   
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CHAPTER IV: RESULTS 
The hypotheses were tested with a factorial MANCOVA. Covariates for the 
factorial MANCOVA controlled for self-esteem (SISE) and parental psychological 
control (PCS-YSR). 
Preliminary Analyses 
Means, standard deviations and zero-order correlations were calculated for all 
variables of interest (see Table 1). Before conducting the proposed analyses, skewed 
variables were corrected by eliminating outliers and/or by transformation using square 
root or inverse transformation techniques (when Log 10 transformation did not correct 
the skewness). Random missing items were noted in the PCS-YSR measure. Examination 
of distributional statistics indicated that some of the variables were skewed, and as a 
result, outliers were eliminated (ED stroop body card) or square root (SISE, TST change 
score) and inverse transformations (PCS-YSR) were used to establish normal 
distributions prior to subsequent analyses. Before using inverse transformations, square 
root and Log 10 transformations were used to see if skewness was corrected. Descriptive 
statistics and zero-order correlations among the raw variables are shown in Tables 2 and 
3. For the most part, demographic variables such as age, hours of exercise per week, and 
length of relationship, were not associated with primary variables. Because of this, these 
variables were not included as covariates in the analyses. One relationship between main 
study variables was significant: attachment anxiety was positively associated with 
seconds on the stroop body card. No other correlations were significant. 
Analysis of Hypotheses 
The primary hypotheses consisted of the following: 1) Exposure to objectifying 
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stimuli will cause a higher TST change score and a greater ED-stroop score, while 
controlling for SISE and PCS-YSR; 2) Exposure to objectifying stimuli will cause a 
higher TST change score and a greater ED-stroop score for the high attachment insecurity 
group, while controlling for SISE and PCS-YSR. Hypotheses 1 and 2 were tested using a 
factorial MANCOVA. The mean and standard deviation scores for each of the main and 
combination groups, for the outcome variables, are presented in Tables 4 and 5.  
Levene’s test for equality of variance revealed that equal variances could not be 
assumed (see Table 6). Mertler and Vannatta (2005) suggest that more robust 
multivariate test statistics can be used to interpret results where: 1) the test for equality of 
variance is significant, 2) group sample sizes are unequal. Given that group sample sizes 
were unequal in the present study and because Levene’s test suggested inequality of error 
variances (see Table 6), Pillai’s Trace was used to interpret the results.  
To address the first and second hypotheses, a factorial MANCOVA tested the 
main effects of each independent variable (experimental vs. control groups; high 
insecurity vs. low insecurity groups) and their interaction on the outcome variables. The 
main effect of condition (experimental vs. control) on the ED stroop card time score was 
not significant (F (2, 102)= 1.25, p=.28); however, the main effect of attachment 
insecurity (high insecurity vs. low insecurity) was significant such that participants in the 
high insecurity group took longer to complete the body stroop card than participants in 
the low insecurity group (F (2, 102)= 3.00, p= .05). The interaction between condition 
and attachment insecurity was not significant  (F (2, 102)= 0.22, p= .80). Covariates 
(PCS-YSR and SISE) did not have a significant effect on the dependent variables (see 
Table 7). 
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Another minor finding included the success of the experimental image battery in 
heightening state self-objectification, as evidenced by the manipulation check (see 
methods section). A comparison of experimental and control group measures of state self-
objectification scores (post viewing image battery) showed that those in the experimental 
group had greater levels of state self-objectification than the control group. A t-test 
indicated a trend toward significance in the means between the two groups (t= 1.82, p= 
.07). 
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CHAPTER V: DISCUSSION 
This purpose of this study was to examine attachment insecurity as a risk factor 
for state self-objectification and attentional bias towards ED salient stimuli, a cognitive 
symptom associated with EDs. First, as expected, it was found that state self-
objectification scores increased as a result of exposure to objectifying images for women 
who viewed objectifying stimuli, but did not increase for women who viewed the control 
images. Furthermore, a comparison of post-image battery scores revealed that those who 
viewed the objectifying images had greater levels of state self-objectification than the 
control group (differences in the means were trending toward significance). The success 
of the image battery in heightening state self-objectification was a minor finding, but 
important for future objectification theory research. The researchers validated their own 
image battery, instead of using one from another investigator, for the purpose of including 
a) racially and ethnically diverse models, and b) up to date thin-ideal images in the 
media, to enhance external validity (Stice et al., 2001). Such findings may provide further 
evidence for the relevance of objectification theory for women with diverse racial and 
ethnic identities, and that since earlier studies using experimental image batteries 
(Diedrichs & Lee, 2011; Tiggemann & Boundy, 2008), the thin-ideal is still active in 
some of the most popular women’s magazines.  
Second, it was hypothesized that exposure to objectifying stimuli would cause 
higher levels of state self-objectification and more attentional bias towards ED-salient 
stimuli. The findings however, demonstrated that there were no differences between 
control and experimental groups. Both groups had similar responses on the stroop test, 
regardless of whether they received the objectifying images or the control (product, no 
65 
 
people) images. This was surprising given that the objectification theory model posits 
that exposure to the thin-ideal has ramifications for cognitive processing activities 
(Frederickson et al., 1998; Moradi, 2011; Moradi & Huang, 2008). 
The third hypothesis built on the second by considering whether participants with  
greater attachment insecurity would have greater levels of state self-objectification and 
attentional bias after viewing objectifying stimuli. Results demonstrated that high 
attachment insecurity increased levels of attentional bias towards ED-salient stimuli in 
the sample, regardless of condition. Attachment insecurity did not have an impact on state 
self-objectification. Interestingly, the main effect of condition and the interaction of level 
of attachment insecurity and condition, yielded non-significant findings. Although the 
objectifying images seemed to be potent enough to heighten state self-objectification as 
evidenced by manipulation tests, state self-objectification was not associated with 
differences in cognitive reaction times to ED-salient stimuli (attentional bias). 
Furthermore, high attachment insecurity did not increase level state self-objectification as 
a result of objectifying stimuli. Potential reasons for these findings are discussed further 
in the limitations. 
Study Strengths 
There were several strengths of the present study. First of all, most studies 
examining attachment style and EDs have been largely cross-sectional (Tasca & Balfour, 
2014), thus limiting the ability to understand the influence of attachment style as 
predictor or possible contributing factor in ED etiology. This study used an experimental 
design to better understand the role of attachment in the self-objectification framework. 
Besides the food consumption tests (e.g. Frederickson et al., 1998), most studies of 
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objectification and disordered eating have used self-report measures of ED symptoms. In 
this study, the ED-specific stroop test was used, providing a more objective measure ED 
cognitive symptomology.  
Self-report measures on ED thoughts, feelings, and behaviors, like all self-report 
assessments, may be subject to demand characteristics. Given that ED symptoms are 
associated with interpersonal anxiety (Levinson & Rodenbaugh, 2012), using the ED-
specific stroop was a major strength of the present study. Third, the study examined both 
self-esteem and parental psychological control as covariates in the analyses. In their 
review on attachment and eating disorder research, Tasca and Balfour (2014) 
recommended that interactions of family environment and childhood adversity should be 
examined. By controlling for parental psychological control, the researchers were able to 
isolate the impact of attachment insecurity as a risk factor for ED-specific attentional 
bias. Finally, another strength of this study was the focus on including racially and 
ethnically diverse participants. While many studies have primarily included White and 
European American participants, the researchers were able to modify recruitment efforts 
to ensure that only approximately half of the participants identified as White and/or 
European American. Although more racial and ethnic diversity in the sample was desired, 
several challenges arose around this goal and the research team became more aware of 
the challenges associated with recruiting a greater diversity in research sample.     
Analysis of Study Design and Findings 
The data did not support most hypotheses in the present study, therefore, this 
section addresses issues in the research design that may have contributed to these null 
findings. There were several major limitations with regard to measurement, design 
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construct, and sociocultural issues that may explain the lack of significant findings.  
Measurement and construct concerns. An important limitation for the present 
study was the lack of range in attachment insecurity scores between the high insecurity 
(those reporting high levels of attachment insecurity) and low insecurity groups (those 
reporting lower or less attachment insecurity). Initially, the research team recruited only 
those participants that fell 1/4th standard deviation above or below the population mean 
on the ECR-RS. This strategy however, proved difficult for recruitment in that the 
research team struggled to find participants who scored 1/4th standard deviation below the 
mean (meaning subjects with low insecurity scores) on attachment anxiety and 
avoidance. Furthermore, the design of the attachment insecurity scale restricted the 
probability of assigning participants to the low insecurity (i.e., more secure) group. This 
measure provided two scales for attachment anxiety and attachment avoidance. To be in 
the low insecurity group, participants needed to score below the mean on BOTH of these 
subscales, whereas participants were assigned to the high insecurity group if they scored 
above the mean on either scale. Due to these separate scales, there were two ways to be in 
the high insecurity group, but only one way to be in the low insecurity group.  
There were difficulties recruiting participants for the low attachment insecurity 
group. Participants who took the screening survey primarily met criteria for the high 
attachment insecurity group. This inability to find participants for the low insecurity 
group upon initial screening might have been due to sample characteristics. The mean age 
of the sample was 20.61 and the majority of participants were students in their first or 
second year of college. In the validation study for the ECR-RS (Fraley et al., 2011), the 
mean for attachment anxiety and avoidance were 2.56 and 3.14, respectively. Fraley et al. 
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(2011)’s sample, however, had a mean age of 31 years, did not report on student status, 
were primarily Caucasian, and all were in exclusive relationships. The differences in 
attachment insecurity between the sample could have been due to developmental 
differences. New college students experience a variety of social concerns as their primary 
supports shift from family to peers (Rayle & Chung, 2008). This may in turn, contribute 
to a feeling globally more insecure in relationships.  
Due to challenges in recruiting participants for the low insecurity group, mid-way 
through recruitment the research team decided to use the sample mean to determine 
assignment to high or low insecurity groups. When this strategy also failed to build the 
sample size of the low insecurity group, the research team decided to simply use the 
mean as the cutoff point between the two groups and, therefore, no longer only include 
those 1/4th standard deviation above and below the mean. This change was made after 80 
participants had completed data collection sessions. Due to this change, the groups may 
not have been extreme enough to impact the outcome variables. Even in the beginning 
when the middle ground was removed, the differences might not have been enough. To 
test whether the changes in ECR-RS cutoff score impacted self-objectification, the 
researcher ran an exploratory analysis to examine the differences on state self-
objectification scores between those with highest insecurity (n = 10) versus thought with 
lowest insecurity (n = 10) in the sample. Results demonstrated that there was still not a 
significant difference on state self-objectification between these two extreme groups, 
suggesting that the non-significant findings were not a result of change in ECR-RS cutoff 
scores.  
Sample size proved to be another major limitation. A preliminary power analysis 
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for the present study had revealed that a minimum of 100 participants (25 in each group) 
would be sufficient for finding a medium to large effects (see methods section). Although 
all but one group (n= 24) had over 25 participants, the overall sample size was less than 
110. Results revealed that effect sizes for one of the main effects (condition) and 
interaction effect (condition and attachment group) were small in the factorial 
MANCOVA analysis (see Table 7). A post-study power analysis revealed that with a 
larger sample size, results might have been significant (Erdfelder, Faul, & Buchner, 
1996). To detect significant findings for the main effect of condition, an estimated sample 
size of 135 would have been appropriate. For the interaction effect of condition and 
attachment group, a sample of at least 271 participants was needed. The study was bound 
by time, resources, and recruitment limitations and could not continue building the 
sample size beyond the 110 recruited. 
This study also faced challenges with missing data. The primary investigator 
worked with a team of undergraduates to collect data. This involved extensive training, 
monitoring and supervision over the course of data collection activities (see Appendix 
III). As with any study, training techniques evolved over the course of the data collection 
and the primary investigator developed individualized ways to work with each RA. This 
process took time, and therefore, the study withstood some protocol errors that resulted in 
missing data on the stroop test for four participants. As a lesson learned, working with 
undergraduate RAs, on strict research protocols requires consistent monitoring even after 
extensive training has taken place. In this study, self-monitoring tasks for protocol 
adherence might have been especially helpful. For example, conducting practice data 
collection sessions every month where the primary investigator and RA discuss the 
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process together. This would ensure that there is less drift from the protocol over time.   
 The researchers also considered the influence of failed deception techniques on 
the study outcomes. As mentioned in detail in the methods, post-data collection analysis 
revealed that there were approximately an equal number of participants, who knew the 
true purpose of the study, in experimental (n = 10) and in control (n = 12) conditions. It is 
possible that the ED-salient stimuli might have dismantled the cover story for those in 
both experimental and control conditions. The sample included psychology majors who 
might have been aware of the purpose of the stroop test and therefore, guessed the true 
purpose of the study. To test the potential influence of the failed deception techniques on 
the study outcomes, a t-test was conducted measuring state self-objectification and ED-
stroop scores for those who were not deceived versus those who were. Results revealed 
that those who knew the true purpose of the study in the experimental condition (n = 10) 
did not score significantly different results on the outcome measures, state self-
objectification change scores, (t (52)= .08, p= .93) or stroop reaction times (t (51)= .12, 
p= .89)  than those who were deceived by the cover story. In addition, those in the control 
condition who were not deceived (n = 12) also showed no differences in state self-
objectification change scores (t (57)= -1.02, p= .31) or stroop reaction times (t (54)= .71, 
p= .47). These results show that break in the cover story did not seem to account for the 
non-significant findings.  
 Another potential design issue specific to this study was use of the state self-
objectification (TST) change score. The researchers decided to use the TST change score 
(post-experimental TST score minus pre-experimental TST score) as the primary 
outcome measure for state self-objectification. Given the use of the minimization method 
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for balancing participants across condition, the researchers might have been able to 
justify just using the post-experimental TST score. Although the change score was used 
to measure the heightening of state self-objectification on a theoretical basis, this style of 
measurement might have sacrificed power in the analysis. According to Vickers (2001), 
using a change score from baseline has acceptable power when there is a high correlation 
between post-experimental and pre-experimental scores. For this study, the correlations 
were only moderate to high. As an exploratory study, the researchers ran the factorial 
MANCOVA analysis with just the post-experimental TST score as the outcome. Findings 
were still not significant, suggesting that use of the change score was not responsible for 
the disproven hypothesis (see Table 8). 
 Another measurement issue was that the researchers were unable to use trait self-
objectification as a covariate in the analysis. The measure was entered into qualtrics in a 
way that allowed for participants to misread the directions. Instructions on the SOQ 
require participants to rank various features on level of importance to them using a scale 
of one to ten (see methods section). Participants were further instructed to give one rank 
per attribute. Upon reviewing the data, it was noted that many participants assigned the 
same rank to multiple attributes. This measurement error was not noted until the end of 
the study. Further investigation into the SOQ measure is required to determine if any data 
can be salvaged given the variation in response strategies. Although loss of this covariate 
was unfortunate, use of the TST change score might have accounted for initial 
predispositions towards self-objectification that would have been identified on the SOQ. 
Further research by this investigator will have more frequent data checks during the 
course of a study like this.  
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 In addition to design and measurement limitations, challenges with the constructs 
themselves may have impacted the results. For example, there is overwhelming evidence 
of the impact of objectifying images on the mental and behavioral health of women 
(Frederickson et al., 1998; Moradi, 2011; Moradi & Huang, 2008; Harper & Tiggemann, 
2008). How that impacts functioning is less understood. Our results suggest, however, 
that attachment insecurity did not influence state self-objectification, nor did state self-
objectification influence attentional bias towards ED-salient stimuli. This could be that 
these variables are indeed, unrelated to each other or the construct was not successfully 
operationalized for the purposes of the present study.  
There were some challenges for how to operationalize state self-objectification. 
Specifically, the primary investigator questioned whether to use a quantitative Self-
Construal Scale (e.g. Self-Construal Scale; Singelis, 1994) or qualitative (e.g., TST) 
(Grace & Cramer, 2003). Most experimental studies testing the objectification pathway 
have used a qualitative approach to measuring state self-objectification (i.e., modified 
TST), while using a quantitative measure for trait self-objectification (e.g., Frederickson 
et al., 1998; Harper & Tiggemann, 2008). There has been some debate in the field with 
regard to measures of self-construct (feelings, thoughts and behaviors towards oneself 
and in relation with others) (Singelis, Bond, Sharkey, & Lai, 1999), like self-
objectification. For example, Grace & Cramer (2003) bring up validity and reliability 
concerns associated with qualitative measures of self-constructs and demonstrated that 
quantitative and qualitative measures do not in fact capture the same construct. The state 
self-objectification measure in this study was an adaptation of Kuhn & McPartland’s 
(1954) Twenty Statements Test, a qualitative measure, requiring coding. Frederickson et 
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al. (1998) and Tiggemann & Boundy (2008) adapted the measure to operationalize state 
self-objectification and to determine if their experimental tasks actually heightened state 
self-objectification (see methods section). Research has shown however, that the validity 
of the TST has not been strong (Byrne, 1996). Furthermore, given the open-ended nature 
of the TST, reliability cannot be determined. Using such a measure might have been 
useful for a condition-based manipulation check, but not have been the best choice as an 
outcome measure in this study. 
Another interesting construct consideration involves understanding why greater 
self-objectification did not impact stroop reaction times, when greater levels of 
objectification have been associated with eating disorder symptoms in other studies. 
Indeed, this is the first study to date to use the stroop test in conjunct with objectification 
theory and most studies examine the impact of self-objectification on disordered eating 
(self-reported symptoms, measuring how much food participants ate after experimental 
tasks) or more general cognitive tasks (math tasks), unrelated to disordered eating 
(Calogero, 2004; Frederickson et al., 1998; Hebl et al., 2004). The research questions in 
this dissertation did not include measures of eating behavior which might have been more 
related to state self-objectification than attentional bias. To test whether state self-
objectification was associated with self-reported ED behaviors in this study, the 
researchers used an exploratory measure of ED behavior (behavioral items of the EAT-
26) to examine relationships between state self-objectification (TST change score) and 
ED behaviors. In the experimental condition, there was a low to moderate relationship 
between level of heightened state self-objectification and amount of exercise for weight 
control (i.e., “In the past 6 months, how much did you exercise more than 60 minutes a 
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day to control your weight?”). Given the small sample size of the experimental condition, 
conclusions are not possible, but a follow up study might explore if state self-
objectification influences ED behavior more than attributional bias towards ED-salient 
stimuli. Furthermore, the EAT-26 descriptive statistics revealed that the sample reported 
very low levels of ED symptoms, possibly restricting sample range on outcome measures. 
 Another important conceptual question about the study is whether body shame 
was induced as a result of the objectifying images. Frederickson and Noll (1998) 
demonstrated that body shame serves as a mediator in the relationship between self-
objectification and ED symptoms. This is a crucial part of the objectification theory 
framework. It is possible that, although state self-objectification was heightened, the 
images were not potent enough to elicit body shame. To examine this possibility, a t-test 
looked at the differences between body shame between the experimental and control 
groups using the BSQ (an exploratory measure). Results indicated that there was not a 
significant difference in body shame between the two groups. This exploratory finding 
suggests that the  images were not strong enough to elicit the proposed emotional 
response related to body shame.  
 Sociocultural issues. The majority of studies on objectification theory to date 
have included predominantly white samples. In this study, however, half of the 
participants reported racial identities other than white. The majority of the sample racially 
identified as White or Asian (85.8%) and ethnically identified as European, European 
American, Asian or Asian American (74.7%). The study had fewer participants who 
racially identified as Black, biracial or multiracial. The research team reached out to a 
variety of clubs and organizations that promote the success of racial minority populations 
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and increasing diversity on campus. During these outreach efforts, the importance of 
including the experiences of diverse women in the present research was expressed. Still, 
recruitment rates of racial and ethnic minorities were limited.  
Self of the researcher might be a factor in this recruitment issue. The principle 
investigator of the study is a White, European-American women. When considering how 
personal identities (e.g., race, class, sexual identity, gender, ability, religion) influence 
interactions with others (Watts-Jones, 2010), it could be that black, biracial and 
multiracial women might have perceived the study to be focused on white women. 
Furthermore, given the history of mistrust in research-based institutions, especially for 
African Americans, it is not surprising that this population might be hesitant to participate 
in university-based research.  Future studies of this nature might benefit from having an 
African American recruiter to reach out to this community.  This would be an admirable 
goal given how more ED research is needed for minority populations (Cash et al., 2004; 
Grabe & Hyde, 2006; French et al., 1997; Story et al., 1995).  
Another construct issue specific to race was that the study did not capture cultural 
differences in women’s “ideal” appearances. As other studies have demonstrated, diverse 
women may have standards of beauty that are not centered around the thin-ideal, (Guan, 
Lee & Cole, 2012) but no less objectifying.  Although this study used an image set that 
included “thin ideal” representations of racially and ethnically diverse women, cultural 
variations in “ideal” appearances were not examined. If Asian, African American, Latina 
and multiethnic women responded differently to the “thin ideal” images than did white 
women, this might have influenced the findings of the study at large.  
To test differential responses to the experimental images, exploratory t-test 
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analyses were conducted. Results revealed that, among Asian, African American, Latina, 
and multiethnic women, there were no significant differences the pre– and post–measures 
of self-objectification. There were also no significant differences found on self-
objectification scores between control and experimental group. These findings indicate 
that those with ethnic identities other than European American, did not experience 
heightened state self-objectification as a result of the objectifying images. This supports 
the idea that more exploration of these constructs in multiracial groups are warranted.  
With this said, the present study could have benefited from incorporating cultural 
standards of beauty, other than the “thin ideal” during the image validation process. One 
possibility might have been to focus primarily on white women as to keep focused on the 
community for which these constructs have shown to have relevance, or it might have 
been more valuable to recruit only racial and ethnic minority women in order to better 
explore these issues. If the decision was made to only include minority women in the 
sample, preliminary qualitative and survey research would be beneficial to better 
understand cross-cultural experiences of objectification. 
The present study focused on racially and ethnically diverse heterosexual women. 
Future studies, however, might include, or focus exclusively on LGBTQ participants. 
This might be particularly valuable given that recent research has shown that both LGBQ 
males and females may be at higher risk for the development of disordered eating 
behaviors, particularly during youth (Austin et al., 2009; Hadland, Austin, Goodenow, 
and Calzo, 2014). In addition, more research is necessary to better understand the 
experiences of transgender people. Transgender individuals may experience unique body 
image concerns as they navigate transition and coming out processes (Greaves, 1998), yet 
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little research has been conducted to understand this better.  
 
Future Directions 
 Given the major limitations in the present study, there are several changes that 
could have been implemented for a more successful test of the research question. First of 
all, sample size could have increased by only focusing on attachment insecurity. Since 
previous research has already demonstrated that women do experience heightened levels 
of state self-objectification after exposure to thin-ideal images (e.g. Diedrichs & Lee, 
2011; Tiggemann & Boundy, 2008), this study could have implemented a case control 
design where those in high and low insecurity groups would view both experimental and 
control images. To ensure that state self-objectification was sufficiently heightened, 
participants could have been given a measure of state self-objectification before and after 
each of the image sets were viewed. To control for order effects, the image batteries could 
have been given in random order. In the present study, the sample size was significantly 
reduced because of manipulation of two variables instead of one.  
 In addition to measuring attentional bias with the ED-specific stroop, it would 
have been helpful to use an objective measure of eating behavior. As objectification 
theory studies have linked state self-objectification with ED behaviors, a more behavioral 
tool, as opposed to a cognitive tool, might have shown more of a relationship with state 
self-objectification. It is important to note, however, that the image set was successful in 
heightening state self-objectification, but not body shame—a precursor to ED symptoms 
and behaviors. If the study could be repeated, more preliminary analyses would be done 
to ensure that the experimental image set had the capacity to heighten state self-
objectification as well as body shame. 
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 Although findings were minimal in the present study, it was noteworthy that 
attachment insecurity proved to have more of an effect on ED-salient attentional bias than 
did condition, even with a small sample size. This further supports the influence on 
attachment style on ED cognitive symptoms. Future research is needed to examine the 
impact of attachment security on ED risk. Further, future studies should examine 
attachment state of mind as a risk or protective factor in self-objectification and ED 
etiological frameworks. Coded interviews such as the Adult Attachment Interview (AAI: 
George, Kaplan, & Main, 1986, 1996) provide a different measure of one’s attachment 
status and internal working model. The AAI provides a categorical measure of attachment 
insecurity and may be more effective for condition assignment as opposed to using cut-
off scores on a dimensional measure.  
Implications for Family Therapists 
EDs pose a serious public health risk for adolescents and young women 
worldwide (Streigel-Moore et al., 2000) and family therapist are charged with 
understanding the underpinnings of these disorders in order to promote therapeutic 
change. At present, family approaches to adolescent ED treatment have been the most 
successful (Lock, 2010). The National Institutes of Health have called for a focus on 
mechanisms research in order to better understand the underlying factors responsible for 
the development and treatment of mental health concerns. This current study sought to 
investigate the familial mechanisms that predispose women to internalization of 
sociocultural pressures, a well-researched component of ED risk. 
Interestingly, the results of this present study showed that attachment insecurity 
was more of a determinate for ED-related cognitive bias than exposure to objectifying 
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stimuli. Although, there are major limitations in the research design, this finding provides 
some support for the impact of attachment style on ED-related cognitive symptoms. 
Building on empirical evidence from this study and the recent body of literature, family 
therapists should consider investigating the nature of attachment bonds between ED 
clients and their family members. Futhermore, attachment-informed interventions may be 
worth investigating in the treatment of EDs within the context of the family. 
Conclusion 
This study found that those with increased attachment insecurity demonstrated 
greater levels of attentional bias towards ED-salient stimuli in the sample, regardless of 
which image condition they received. No other hypotheses were found to be significant. 
The study’s limitations and construct issues, specifically the measurement of state self-
objectification, provide potential insights into these null hypotheses. Findings 
demonstrate the need for future research on attachment, the objectification framework 
and disordered eating and also provide some support for the impact of attachment 
insecurity on ED symptoms. 
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APPENDIX I 
 
 
 
 
TABLES 
 
 
Table 1: Demographic Information  
 
 
 
Demographics    n Percentage 
 
 
Race 
  
White, non-Hispanic   60  53.1     
Asian, non-Hispanic   37  32.7   
Black, non-Hispanic                    7    6.2 
Biracial        4    3.5  
Other        3                      2.7    
Mulitracial                                     2                      1.8 
  
 
 
 
 
Ethnicity 
 
European/European American 50  45.0 
Asian/Asian American  33  29.7  
Other     10    9.0 
African/African American    7    6.3 
Multiethnic      6    5.4 
Latino/a or Hispanic     4    3.6 
Native Hawaiian/Pacific Islander         1    0.9 
 
 
 
 
 
Student Status 
 
College Freshman   31  27.4     
College Sophomore   25  22.1 
104 
 
College Senior   17  15.0 
Graduate/Professional School 17  15.0 
College Junior    16  14.2 
Other       7    6.2 
 
 
 
 
 
Relationship Status 
 
In a Relationship   54  48.2 
Single     49  43.8 
Friends with Benefits     5    4.5 
Married      3    2.7 
Cohabitating      1    0.9 
 
 
 
 
 
 
Religious Affiliation 
 
Catholicism    24    21.2 
Agnostic    17    15.0  
Spiritual, but not Religious  13    11.5 
Atheist     12    10.6 
Hinduism    11      9.7  
Christianity, non-denominational 10      8.8  
Christianity, denominational  10      8.8  
Other       5      4.4  
Judaism      4      3.5  
Islam       4      3.5 
Buddhist      3      2.7 
  
 
 
 
 
 
Combined Family Income 
 
$10,000-$25,000   16    14.2 
$26,000-$30,000     7      6.2  
$31,000-$50,000   16    14.2  
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$51,000-$70,000   14    12.4  
$71,000-$100,000   23    20.4   
$101,000-$150,000   19    16.8  
$151,000-$200,000     8      7.1  
$201,000-$250,000     5      4.4  
$251,000 or more     5      4.4  
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Table 2. Descriptive Statistics for Study Variables of Interest 
 N Mean SD Min Max Skewness  Kurtosis 
SISE 112 4.89 1.39 1.00 7.00 -3.45* 1.30 
ECR-RS Avoidance 113 3.32 0.97 1.33 5.67 0.43 -0.48 
ECR-RS Anxiety 113 3.82 1.60 1.00 7.00 0.88 -1.71 
TST Change Score 113 0.27 0.97 -2.00 4.00 3.66* 4.74* 
Stroop Body Score 109 85.78 15.90 58.00 145.00 3.60* 1.96 
PCS-YSR 112 22.85 5.92 16.00 46.00 5.85* 5.41* 
Age 113 20.61 2.49 18.00 33.00 7.74* 11.23* 
Exercise Hours 111 4.55 3.45 0.00 20.00 6.33* 7.80* 
Relationship Months 055 21.79 23.07 1.00 108.00 5.56* 4.68* 
* Indicates that the statistic exceeds the skewness/kurtosis cutoff of twice the SE.  
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Table 3. Zero Order Correlations 
 
 
 
 
 
 
              1  2  3    4  5 6 7 8 9 10 
1 Age --            
2 Exercise Hours -.15 --             
3 Relationship Months .28* -.05 --            
4 SISE .11 .03 -.08 --           
5 ECR-RS Anxiety -.06 -.11 -.01 -.34** --          
6 ECR-RS Avoidance -.12 -.09 -.01 -.12 .40** --         
7 BMI -.05 .00 .19 .04 -.07 -.04 --        
8 TST Change Score -.09 .11 -.17 .08 .14 .13 -.03 --       
9 Stroop Body Score -.06 -.02 .02 .01 .19* .00 .04 -.03 --      
10 PCS-YSR -.15 -.06 -.05 -.16 .41** .27 -.09 .01 .26** --     
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Table 4. Mean scores and standard deviations for outcome measures between main groups: Experimental, control, low insecurity, high 
insecurity 
 Condition Attachment Security 
 Experimental Control  
 
Low Insecure 
 
High Insecure 
TST 
Change 
1.82 (0.29) 1.75 (0.23) 0.15 (0.80) 0.37 (1.08) 
ED Stroop 
Score 
85.67 (15.58) 85.51 
(15.14) 
83.08 (12.36) 87.72 (17.21) 
 
 
 
Table 5. Mean scores and standard deviations for outcome measures between group combinations: Low insecurity, experimental; high 
insecurity, experimental; low insecurity, control; high insecurity, control. 
 Low Insecurity, 
Experimental 
High Insecurity, 
Experimental 
Low Insecurity, 
Control 
High Insecurity, 
Control 
 
TST 
Change 
1.80 (.25) 1.84 (.32) 0.00 (0.67) 0.25 (0.91) 
ED Stroop 
Score 
82.54 (12.72) 88.27 (17.40) 83.57 (12.25) 87.20 (17.30) 
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Table 6.  Levene’s test of equality for error variances. 
 F (3, 103) Sig. 
TST  
CHANGE 
2.80  .04* 
ED 
STROOP 
3.98  .01* 
*p < .05, equal variance cannot be assumed. 
 
 
Table 7. Results of factorial MANCOVA 
Effect Pillai’s Trace Sig. F  
(2, 102) 
Partial 
h2 
INTERACTION .80 .22 .00 
CONDITION .28 1.25 .02 
ATTACHMENT INSECURITY .05* 3.00 .05 
*p < .05 
 
Table 8. Results of exploratory factorial MANCOVA 
Effect Pillai’s Trace Sig. F  
(2, 102) 
Partial 
h2 
INTERACTION .79 .21 .005 
CONDITION .22 1.51 .02 
ATTACHMENT INSECURITY .04* 3.17 .05 
*p < .05
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APPENDIX II 
 
 
 
 
FIGURES 
 
 
 
 
Figure 1. Balancing groups on participant traits using the minimization method. 
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APPENDIX III 
 
 
RESEARCH PROTOCOL FOR RESEARCH ASSISTANTS 
Biopsychosocial influences on attitudes toward advertising and self-perceptions 
PI: Jody Russon, M.A. 
Email: jmr439@drexel.edu 
Phone/text: 267-388-1095 
 Office: 215-571-3406 
PI: Guy Diamond, Ph.D. 
Table of Contents: 
I. Important Reminders 
II. Recruitment 
III. Screening Process and Determining Eligibility 
IV. Conducting Lab Sessions 
 
Research Assistant Training Process and Approved: 
IRB Approved     __________ (RA initial)     __________ (PI initial) 
Recruitment Presentations     __________ (RA initial)     __________ (PI initial)   
Conducting Screens     __________ (RA initial)     __________ (PI initial)  
 -Over phone/in person     ______ 
 -Via email     ______   
Determining Eligibility     __________ (RA initial)     __________ (PI initial)   
Conducting Lab Sessions    __________ (RA initial)     __________ (PI initial)   
 
____________________________ is trained in all aspects of study protocol (see 
above). She has demonstrated independent ability to carry out the aforementioned 
activities. 
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__________________________________                          _________________ 
Jody Russon, PI                                                                             Date 
_________________________________                            __________________ 
Research Assistant                                                                        Date 
 
IMPORTANT REMINDERS 
 
1. Deception study- No one can be informed of true purpose of the study until 
they have completed the data collection session. Make sure not to tell friends 
or anyone else who could pass the word around in the Philadelphia area. This 
is crucial in maintaining the validity of the study. 
 
2. Communication- Clear, organized and open communication is an essential 
component of running effective study. Make sure to check in and out with the 
PI (Jody Russon) before and after each shift (in person, text or via email). 
Should any complications arise, please keep Jody informed. If you are unsure 
of anything in the research process, contact Jody immediately before moving 
forward. 
 
3. Participant Safety- Contact Jody immediately if participants express distress 
at any time during the study AND/OR if #9 on the BDI is anything more than 
a 0. Also contact Jody if the overall BDI score is 31 or higher. Participants 
who take screens online will automatically receive information about 
counseling resources; however, those who take it in person or on the phone 
will need information provided on the resource handout (See Appendix A). 
You can hand these out to participants after screens or tell them the 
information verbally over the phone. 
 
4. Confidentiality- Confidentiality is very important for research and clinical 
work alike. It is imperative that we, the research team, do not discuss who 
participates in the study with ANYONE outside our eating disorders team at 
CFIS. We are bound by codes of ethics from Drexel IRB, AAMFT and APA 
to protect confidentiality. Because of this, each participant will receive an ID 
for their screening and a new ID for their lab session. The database that links 
ID numbers to participants’ names and contact information will be stored in a 
locked drawer (only to be accessed by our research team). IDs are the ONLY 
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way we can identify participants, so make sure to REMIND participants to 
always type in their assigned ID #s! 
 
*Please note, participants will have different ID numbers for screenings and 
lab visits. Please retrieve numbers from Jody before conducting a screen or a 
lab session. 
 
*Please log off Drexel One and Qualtrics each time you leave the computer. 
 
5. Recruitment- The RAs are very important members of the research team, 
especially in terms of recruitment. RAs must be very conscientious about the 
deception techniques involved in the study. Make sure to discuss recruitment 
“word of mouth” and other subjects with Jody at weekly protocol meetings. 
 
6. Precision- In social research, precision and consistency are essential for 
internal validity. This means that researchers cannot treat any one participant 
in a different way than any other because it might affect the results. The best 
way to ensure internal validity is to strictly follow the protocol and to let Jody 
know if there are any deviations so they can be recorded in participant Note to 
Files. Also let Jody know about any events that occur outside the domain of 
what is discussed in training. For example, if a participant was to experience 
distress at any time during the study or refuse to engage in any part of the 
assessment process, this would require a call to Jody (if unavailable, leave a 
detailed voicemail). 
 
7. General Safety- Should you feel unsafe at any time, leave the research room 
immediately. You should NOT be collecting data if you are alone at CFIS. 
There should always be one other staff member here with you. For 
emergencies, dial 911. 
 
8. Protocol Meetings- Attendance at protocol meetings is mandatory. This is 
where we discuss any concerns that arise over the course of the study. They 
will occur on Fridays throughout the year. 
 
9. Tone- Tone should always be kind, professional and supportive. Participants 
should always be thanked for their time and treated with care. If you run into 
any difficulties or concerns with a participant, please contact Jody. 
Remember, participants can choose whether or not they wish to participate 
and can stop participating at any time. 
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RECRUITMENT 
 
Recruitment for participation in this study will be facilitated at Drexel University. 
Students at the university will be informed of the study by the following mechanisms: 
campus fliers, Sona extra credit system for undergraduates- psychology department, 
classroom in-person announcements/handing out fliers, postings on student group web 
and social pages, and word of mouth. Fliers will be distributed in academic buildings and 
key locations around campus. Contact information and a brief description of the study 
will be provided. The PI will also attend classes and student organization meetings to 
spread word about the study and schedule lab visits. Brief announcements will be made 
in these settings and the PI will follow a pre-determined script when addressing the group 
(see below). The aforementioned fliers will be handed out to interested students. With 
regard to webpages and social media, upon approval of student organization leaders, a 
posting of the flier content will be written on the sites of student organizations. Professors 
and leaders of student groups will be contacted in advance of the researchers’ visits, 
informed that the study has been approved by the IRB at Drexel University, and asked for 
permission to provide information about the study. 
 
The primary recruitment strategy will be from the university’s Sona System 
software for participant recruitment. This system allows for undergraduate students to get 
information about the study, go through a screening process, and gain extra credit for 
their involvement. Students will have access to this website and can choose to participate 
in the study for a fixed amount of extra credit points. Sona is an established university 
system in the psychology department and follows strict guidelines with regard to the 
distribution of credit. Not all psychology courses at Drexel participate in Sona.  
 
Through all sources of recruitment, participants will be made aware of the 
payment system involved in the study. Each participant, who successfully completes the 
study, will receive $20 or extra credit (for Sona students) before leaving the research site. 
Participants, who sign up for the study via Sona, can choose whether they want to receive 
$20 OR extra credit. The contact information for the researcher will be made available in 
case any questions or concerns arise during recruitment. Students will sign up to be 
considered for the study with the PI or Research Assistants during classroom 
announcements (in-person screens), via email, or phone. Participants who meet inclusion 
criteria will be contacted to discuss scheduling. Those who are not eligible will be 
informed (see screening process). 
 
PRESENTING IN CLASSROOMS 
RAs will often present the study at group events and in class rooms. Presentations should 
be brief (5-10 minutes) and bring plenty of fliers, resource handouts (see Appendix A), 
screening consents (see Appendix B), and screening packets (See Appendix C) should be 
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brought with you. In addition several study sign-up sheets should be brought with you 
(See Appendix A)  ALL APPENDICIES/FORMS, HANDOUTS, MEASURES ETC. FOR 
THE STUDY WILL BE AVAILABLE ON THE RESEARCH CART OR ONLINE IN THE 
RESEARCH ASSISTANT DROPBOX FOLDER. DO NOT PRINT AND USE 
APPENDICES IN THIS PROTOCOL MANUAL. 
In most cases, you will be able to bring the laptop with you and allow students to take the 
screen online, or with the screening packets, after the presentation is over. As for scoring 
the screens, depending on the amount of students taking them at one time, you may have 
to bring the results back to the office to evaluate. If there are only a couple students 
taking the screen at a time, you can score them on-site and schedule lab sessions 
immediately. DO NOT LET STUDENTS WATCH WHILE YOU SCORE THE 
SCREENS. OUR INCLUSION CRITIERIA IS CONFIDENTIAL FOR THE 
PURPOSES OF MAINTAINING THE VALIDITY OF THE STUDY. ANYONE WHO 
ASKS ABOUT THIS CAN BE DIRECTED TO JODY FOR QUESTIONS. ALWAYS 
BE POLITE, BUT COMMUNICATE WHY WE MUST UPHOLD THE PROTOCOL. 
MAKE SURE YOU DISCUSS YOUR CLASSROOM VISIT WITH JODY BEFOREHAND. 
DISCUSS ID ASSIGNMENTS AND HOW THE PRESENTATION WILL BE 
STRUCTURED. MAKE SURE TO DRESS PROFESSIONALLY, PRESENT YOURSELF 
WITH CONFIDENCE, AND BE OUTGOING WITH POTENTIAL PARTICIPANTS! 
SCRIPT FOR PRESENTATIONS 
Hi my name is ___________ and I am here to talk to you about participating in a Drexel 
research project for undergraduate and graduate women. At the Center for Family 
Intervention Science we are conducting a study to examine interpersonal, social, 
psychological and physiological influences on attitudes toward advertising and self-
perceptions. Being involved with the study will include filling out some questionnaires as 
a screen for eligibility- we are looking for people with a specific set of psycho-social and 
biological characteristics to participate and we can let you know shortly after the screen if 
you meet the criteria to come in for a lab visit. During your lab visit, you will view 
advertisement images, fill out questionnaires, respond to survey questions and participate 
in physiological data collection by putting some devices on your fingers and sitting very 
still. The lab sessions will take about an hour and you will get $20.00 for participating 
(IF APPLICABLE FOR PSYCHOLOGY STUDENTS: or extra credit from the Sona 
system). All lab sessions are held at 3020 Market Street on Drexel’s University City 
campus. If you are interested in being considered for this study, we can screen you for 
eligibility at any time- out loud on the phone or via email. (DEPENDING ON 
CIRCUMSTANCES: I WILL ALSO BE AVAILABLE TO DO SCREENS AFTER 
YOUR CLASS TODAY, I’LL BE STANDING IN THE BACK OF THE 
CLASSROOM) 
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If you have any questions or would like our contact information, I will stick around to 
talk with you and hand out fliers in case you are interested in filling out the screen from 
your own computer at home. 
Thanks for your time and I hope to talk to you soon! 
 
SCREENING PROCESS AND DETERMINING ELIGIBILITY 
 
In order to ensure that participants meet our inclusion and exclusion criteria, we must 
conduct a screen before we schedule for a lab session. Jody will provide you with ID 
numbers to assign to each participant. WE MUST MAKE IT CLEAR THAT 
PARTICIPANTS MAY NOT MEET THE CRITERIA FOR PARTICIPATION. 
PAYMENT CAN ONLY OCCUR IF PARTICIPANTS QUALIFY FOR AND 
COMPLETE A LAB SESSION.   
Participants will be undergraduate and graduate, university women ages 18-35 years. The 
PI will seek to recruit a representative sample of ethnically and racially diverse women. 
Power analyses yielded a minimum sample size of 120 to power the study (Cohen, 1998; 
Soper, 2014; Westland, 2010); therefore, 130 participants will be recruited. If possible, 
more than 130 will be recruited in order to account for potential attrition rates.  
 
Screenings can be completed in the following ways: 
1) In-person 
2) Over the phone 
3) Online via Qualtrics (send the link via email) 
Screening consent:  
A consent form (see Appendix B) will be read in person or on the phone, and signed by 
the person who is obtaining consent. If conducted online, the consent form will be 
provided on first page of the survey and participants must agree before they can move 
forward to the questionnaires; therefore Appendix B is not needed anytime a participant 
completes the screen on the computer themselves. 
Screening assessments include: Demographic information form, MQ, ECR-RS, and BDI-
II (see appended forms) 
Inclusion criteria:  
 
1. Woman 
2. Heterosexual 
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3. normal and overweight BMI range (self-report) (body mass index [BMI] ≥ 18.5 
and < 30 in adults, according to the CDC) 
4. 18-35 years old.  
Exclusion criteria:  
1. Transgender women 
2. Severe Depression- score of 31 or higher (BDI) 
3. ECR-RS scores within a fourth of a standard deviation above or below the mean 
4. cardiac complications (see demographic information form) 
5. pregnancy               
*Note about inclusion/exclusion criteria: oftentimes, research and writings addressing 
gender-related concerns include the LGBTQIA population. As this population may 
present a different set of issues with regard to objectification experiences, the present 
study has a limited capacity to capture these experiences effectively (Nagoshi & 
Bauerband, 2012). For example, for transgender women, given the rigidity of socialized 
gender identities, literature states that this population has unique body concept concerns 
(Kozee, Tylka, & Bauerband, 2012). Future studies need to be designed to investigate the 
objectification experiences of LGBTQIA individuals- this research is extremely 
important for the mental health professions.  
 
Scheduling for lab sessions: 
Based on screening information, participants will be contacted for scheduling a time to 
engage in the experimental portion of the study. If they do meet inclusion criteria, they 
will be told by phone, via email or in person. If participants do not qualify for the 
experiment, they will be also be informed (see below). If you have a participant on the 
phone or in person, please try to schedule them then. This makes the scheduling 
process more smooth. If you are unable to get a hold of a participant after a screen and 
have tried several times, please contact Jody.  
INSTRUCTIONS FOR ONLINE SCREENING 
1. Once a participant has demonstrated interest in the study, ask Jody what their ID 
number should be. 
2. Communicate the ID number to the participant by phone OR in an email with 
subject heading: “Information for attitudes toward survey.” The survey ID should 
be the only item in the email besides your signature (make sure you write Drexel 
University, Center for Family Intervention Science under your name) 
3. Send the qualtrics link in a separate email with the subject: “Attitudes toward 
advertising survey link.” Again, make sure your signature has Drexel University, 
Center for Family Intervention Science under your name. 
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4. Sending the link: 
a. Log into Drexel One with the username and password provided by Jody 
(https://login.drexel.edu) 
b. Click on the DREXEL tab at the top 
c. Look on the middle panel for “Qualtrics” at the bottom of the page and 
click on it 
d. You will be directed to the My Surveys page and you should see four 
surveys used for the study 
e. Find “SCREENING SURVEY,” look to the right of this row and click on 
the “send” envelope.  
f. You should see a link in the middle of the page, this is the link that you 
copy and paste into the email to send to participants. MAKE SURE TO 
COPY AND PASTE THE WHOLE LINK! ALSO, this is the link you 
click on in order to start the screen electronically for participants. 
g. MAKE SURE TO LOG OUT OF DREXEL ONE WHEN YOU ARE 
FINISHED- this contains confidential information. Do NOT share log in 
information with ANYONE! 
 
INSTRUCTIONS FOR IN-PERSON SCREENS 
If a participant has their own computer: 
Send them the link (and tell them their screening ID) using online screening instructions 
above. Then score their screen before they leave (see scoring instructions below). MAKE 
SURE TO LOG OUT OF DREXEL ONE! 
If participant is using your computer: 
Follow steps above. Instead of sending link, click on link, type in participant’s assigned 
ID for them and then let them use the computer to complete the screen. Score the 
screening assessments after they are finished (see scoring instructions below). MAKE 
SURE TO LOG OUT OF DREXEL ONE! 
In person: 
1. Make sure you have copies of screening documents (ASSESSMENTS AND 
CONSENT FORM) printed before you leave (see Dropbox folder or cart for 
printable/printed copies- ask Jody for access). Take pens with you. 
2. Go over the consent out loud (see Appendix B). Give a brief summary of each 
section and then let the participant read the document and ask about any 
questions or concerns. IF YOU DO NOT KNOW AN ANSWER, TELL THE 
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PARTICIPANT TO CONTACT JODY OR CONTACT JODY YOURSELF 
TO ASK ON THEIR BEHALF.  
a. Make sure to fill out the bottom of the consent page with your 
information as the person obtaining consent. Participants DO NOT 
NEED TO SIGN THIS FORM as it has been approved to be 
conducted over the phone; however, if the participant is present, have 
them SIGN UNDER THEIR NAME (INCLUDE DATE).  
3. Give participants the packet of screening measures and provide them with a 
quiet space to fill them out (let them know it should take about 10 minutes to 
complete). Screening measures include: demographic information form, MQ, 
ECR-RS and the BDI-II (SEE APPENDIX C). 
4. Score assessment and determine eligibility (see next section). MAKE SURE 
TO THANK THEM FOR THEIR TIME ALWAYS!!!!!!!!! 
5. Give participants referral and contact information handout (AND inform 
Jody if BDI score is 31 or above AND/OR number 9 on BDI is ANYTHING 
BUT 0. MENTION THAT WE HAVE COUNSELING REFERRALS IF 
THE SCREEN BROUGHT UP ANY DISTRESS. 
 
INSTRUCTIONS FOR PHONE SCREENS (OUT-LOUD) 
1. Before calling, have qualtrics open in front of you- this is done by clicking on 
the link within qualtrics. If qualtrics is not available, you can also use a paper 
copy of the screening assessments. 
2. Go through consent and answer any questions before the screen begins (touch 
on main points provided in each section for the online consent page) 
3. Tone should be professional, kind and supportive. Do not rush; read 
questions consistently. 
4. Once completed, tell the participant to hold on a couple minutes while you 
determine their eligibility. Communicate eligibility using the scripts below. 
5. Provide participants with contact information found on referral handout 
(inform Jody if BDI score is 31 or above AND/OR number 9 on BDI is 
ANYTHING BUT 0. MENTION THAT WE HAVE COUNSELING 
REFERRALS IF THE SCREEN BROUGHT UP ANY DISTRESS. 
 
SCORING SCREENS AND DETERMINING ELIGIBILITY 
Place all screening documentation in locked research drawer (ask Jody where this is 
located). UNDER NO CIRCUMSTANCES SHOULD CONFIDENTIAL 
INFORMATION BE LEFT OUT OF THE LOCKED DRAWER. WHEN 
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TRANSFERRING SCREENING PAPERWORK BACK TO THE OFFICE (FROM 
CLASSROOM VISITS), PLACE IN A BAG (USE THE ONE ON THE CART) OR 
FOLDER AND TAKE THE UTMOST CARE TO ENSURE CONFIDENTIALITY. 
1. To access online screens, go into Qualtrics (see instructions above). Click on 
the results icon to the left of the “SCREENING ASSESSMENT.” Click on the 
“Responses” tab at the top left of the screen. Then you can scroll down to find the 
assessment you want to score (based on the date/time it was taken). Once you click on the 
assessment, you can ensure that it contains the correct ID number.  
 2. Once you have access to the screening data, you can score the assessments and 
determine eligibility. Use the eligibility form to guide you (see Appendix D). 
 3. For each assessment, an eligibility form must be filled out with the 
participant’s screening ID at the top. This must be stored in the locked drawer as well. 
Find extra copies of this guide in dropbox or on the cart. 
SCRIPTS AFTER SCREEN 
 
These are the scripts you will use in person, via email or over phone. If sending an email 
with this information, please put the following in the subject line “attitudes toward 
advertising study update” 
*NOTE ABOUT EMAIL CORRESPONDANCE: Make a folder on your email 
entitled “confidential”. Store ALL correspondence with participants in this folder. 
DELETE THE EMAILS UPON COMPLETION OF THE DATA COLLECTION 
PERIOD. Keep your email password protected.  
Eligible screens: 
In-person/on phone: “It looks like you are eligible for our study. When are some 
good times for you to come in for a lab session?” TRY TO GET THEM 
SCHEDULED ASAP. 
*Tell participant:  
1) They can come to 3020 Market St. (across from 30th street station) 
2) Data collection is being held at the Center for Family Intervention Science on 
the 5th floor, suite 510  
3) Please ring the doorbell to be let in 
4) Lab sessions will last about an hour and please arrive 5 minutes early for the 
consenting process 
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5) Please contact us if you have any questions or concerns at all. You can reach 
the researcher at 267-388-1095 or via email at jmr439@drexel.edu. 
Via email: 
Hello, 
You are eligible for the study: Biopsychosocial influences on attitudes toward 
advertising and self-perceptions. Lab sessions are held at 3020 Market st. suite 
510 and will be approximately one hour in length. Let us know when you are 
available to come in for your lab session as soon as possible. Please contact us 
if you have any questions or concerns at all. You can reach the researcher at 267-
388-1095 or via email at jmr439@drexel.edu. 
Sincerely, 
Send Jody an email with “NEW PARTICIPANT” in subject. Please say the 
following: “S# is eligible for the study. She is scheduled for date, at time” or 
communicate this information in person/by text. 
 
Ineligible screens: 
In-person/on phone:  
“Thank you for your interest in the study. It looks like you are not eligible to 
participate in this research project. Please contact us if you have any questions or 
concerns at all. You can reach the researcher at 267-388-1095 or via email at 
jmr439@drexel.edu.” 
Via email:  
Hello, 
Thank you for your interest in the study entitled, Biopsychosocial influences on 
attitudes toward advertising and self-perceptions. At this time, you are not eligible 
to participate in this research project. Please contact us if you have any questions 
or concerns at all. You can reach the researcher at 267-388-1095 or via email at 
jmr439@drexel.edu.” 
Sincerely, 
Send Jody an email with “NOT ELIGIBLE” in subject: “S# is not eligible for the 
study or communicate in person/by text. 
SCHEDULING SCREENS 
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It is important to schedule screens during times when the research team is available to 
conduct the lab session. The team will use google calendar to assess availability. Given 
that RAs may have classroom visits, screening sessions and lab sessions on any given 
day, the joint calendar will help to organize our time in the best way possible. 
 
Although RAs will be trained in adding lab sessions to the calendar, it is essential that 
you LET JODY KNOW WHENEVER A LAB SESSION IS SCHEDULED OR IF 
YOUR AVAILABILITY CHANGES ON THE CALENDAR. 
 
LAB SESSIONS 
 
STEP BY STEP PROCEDURE AND INSTRUCTIONS 
1. Session Preparation before scheduled arrivals. 
a. Touch base with Jody to know 1)which room the participant will be in, 
2)ID number, 3) whether the participant will receive the experimental 
or control image condition, and  4)which order the stroop test sets will 
be in (stroop is explained below). This information may be 
communicated in person or via email before a lab session.  
b. Write down the participant ID, and other pieces of info above, on a 
sticky note so you can remember (see sticky tabs and pen on cart). 
i. Example of sticky tab (i.e. room, ID, experimental or control, 
order or stroop sets): 
1. 523 
2. 001 
3. E 
4. 2,3,1,4 
c. Make sure stop watch is working properly 
d. Make Folder with forms (ALL FORMS & FOLDERS ARE 
LOCATED ON BOTTOM SHELF OF CART)- New forms can be 
printed from DROPBOX. Participants should not look in folders at 
any time during the study; all forms must be kept in the folder once 
filled out. Lab session folder should include: 
i. Consent form 
ii. Height and weight form 
iii. Stroop test form 
iv. Debriefing form 
v. Receipt of Payment/Participation notification form 
vi. Note to File form 
vii. Money envelope 
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*See Appendix L for Height and weight, Stroop test 
documentation, and note to file forms (i.e. lab session 
documentation forms). 
e. Set up the room by doing the following: 
i. Wheel physiological measures cart into the room, plug in 
laptop on cart 
ii. Arrange stroop test cards face down on bottom of cart in 
correct order 
iii. Set up laptop in room with qualtrics open to PRE-
EXPERIMENTAL assessment (Get log in information from 
Jody) 
iv. Find a sound machine in the hallway (that is not being used). 
Plug it in near the door and turn in on. If no sound machine is 
available, check the supplies cabinets- Jody can show you 
where they are stored. 
v. Set up lamp on desk- not too near where the laptop will be set 
up. 
vi. Hang up “Study in Progress, Please do not Knock or Disturb” 
sign. 
vii. MAKE SURE THERE IS A CHAIR WITH TWO ARMS 
FACING AWAY FROM THE DOOR- PREFERABLY AND 
COMFORTABLE, SINGLE-PERSON ARM CHAIR. 
Participant should be directed to sit here. MAKE SURE 
THERE IS A TABLE OR DESK DIRECTLY IN FRONT OF 
THE CHAIR FOR THE LAP TOP TO BE PLACED UPON. 
(make sure cart is close to chair without obstructing the door). 
viii. Set up a chair in the opposite corner of the room for yourself- 
preferably near a desk. 
ix. GET YOUR CHEAT SHEET OR PROTOCOL READY 
 
2. Participants should arrive for their session 5 minutes early for consenting. 
Stay tuned for the doorbell sound to ring. Use the system near Jody’s office to 
let the participant in to the waiting area. Say: “hello, come on in and have a 
seat, we will be right with you.” *Ask Jody how to operate the doorbell and 
door opener device. 
 
3. When meeting participants in the waiting area, say “Hi, I’m ___________. 
Are you here for the attitudes toward advertising study?” Then shake their 
hand and say nice to meet you (small talk, etc.) Be kind and welcoming. 
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Participants will then be escorted to the data collection room (assigned in 
advance by Jody)  
 
4. Consenting: Sit down with the participant (DIRECT THEM TO SIT IN THE 
CORRECT CHAIR) and say that you want to go over what the study is about 
before it begins. Go over the consent form with them (See Appendix E), 
highlighting most important items in each section (see highlights in Appendix 
E). When participants have read over it themselves, have them sign. Tell them 
that you will make a copy for them before they leave today. Participants will 
be encouraged to ask any questions they have. 
 
5. Participants will be given an ID number to remember just in case you forget to 
type it in for them (NOT the same as the screening ID number). See your 
sticky note reminder. 
 
6. Participants will be led to the nursing station (down the hall) for weight and 
height to be measured (participants will be asked to stand with their backs 
toward the results on the scale- i.e. facing away from the wall). USE HEIGHT 
AND WEIGHT FORM (Appendix L) TO RECORD INFORMATION. 
WRITE LAB SESSION ID NUMBER ON TOP OF PAPER. Receive training 
in operating the scale from Jody. 
 
7. Participants will be led back to the individual research room where they will 
fill out the PRE-EXPERIMENTAL assessment on Qualtrics. The RA will 
make sure that participants type in their correct ID numbers or do it for them. 
The following questionnaires will be filled out: DQ # 2, SOQ, SISE, PCS-
YRS, and TST. (See Appendix F) 
*If participant prefers to take a paper version of the assessments, this can be 
arranged by printing out an assessment from the dropbox folder or retrieving it 
from the cart. This option IS NOT IDEAL, but can be done only upon a 
participant’s request or report of discomfort with using qualtrics. 
Preferably, participants will take all assessments through Qualtrics.  
8. While the participant is taking the PRE-EXPERIMENTAL assessment, the 
RA will begin setting up the physiological instruments on the cart (TRY 
YOUR BEST NOT TO TOUCH THE GRAY CORD LINKING THE 
PROCOMP TO THE COMPUTER).  
 
a. Press power button on lap top (LAPTOP MUST REMAIN 
PLUGGED IN AT ALL TIMES DURING DATA COLLECTION) 
b. If necessary, press F1 to continue 
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c. Adjust date on laptop (a reminder will pop up each time you turn the 
laptop on). It says “Your PC clock is indicating a time…”  The date 
MUST be adjusted before each and every use. Press NO, and then 
adjust the date and time. Then press YES when pop up asks if the new 
time you entered is correct. 
d. Wait until computer loads fully and hour glass symbol goes away. 
e. Double click on Biograph program in the middle of the laptop screen, 
press okay to the pop up message about Procomp. 
f. When main menu comes up, click load display screen. Make sure drop 
down menu on right hand side of pop up says “favorite screen,” click 
on “Jody” and press load. 
g. When prompted, “would you like to start a new session?,” press “start 
new.” 
h. Here you will click “Add Client” and ONLY enter content in the “ID” 
bar and the “first name” bar. In the ID space, enter in the participant’s 
lab session ID followed by _SO 
i. Example a: 001_SO 
ii. Example b: 023_SO  
In the “first name” bar, enter in just the ID number 
iii. Example a: 001 
iv. Example b: 023 
i. Press okay, and then say “yes” to the prompt about adding the client. 
j. Make sure new client is highlighted in your client list and then press 
okay in the next pop-up bubble to start session. 
k. The computer will prompt you to turn on Procomp biofeedback 
system- by moving the switch from off to on. The light should be 
green on the Procomp device (a battery notification should pop up on 
the computer). If batteries are 20% or lower. Turn off the procomp and 
replace all batteries before turning back on (double A’s)- see Jody’s 
drawer for battery storage. 
l. DO NOT PRESS START YET 
m. Note: should any devices become unplugged on the procomp system, 
remember the following: (respiratory strap= H; pulse bvp-heart rate= 
G; skin conductance= E) 
 
9. Wait patiently for participant to finish taking the assessment. Occupy yourself 
by reviewing the protocol. Basically, don’t pay too much attention to the 
participant to avoid making them feel nervous or the center of attention 
while they are taking the assessment- this goes for all qualtrics 
assessments!  
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10.  One the participant has finished, prepare to get baseline readings for heart 
rate variability (HRV), respiratory strap- chest expansion, and skin 
conductance. Make sure sound machine is on in the hallway, turn on the lamp 
(set up previously), and then turn off the overhead light. Lighting should be 
dim, but bright enough to see what you are doing. 
 
11. Inform the participant that you need to read experimental directions from a 
script for some of the next parts of the study. This is so all participants get 
the same information. Before connecting participants to the device and 
starting your stop watch, say the following: 
“In this next part, you will have stay in a seated position for about 10 minutes and 
then stay very still for about 8 minutes after that. Right now, while I am 
connecting the physiological measures, you can move a bit as long as you stay in 
a seated position. Before we press the start button to record baseline and 
experimental data, I will let you know and you will need to stay still and look 
directly at the screen, which will be blank. After about another three minutes, the 
two and a half minute advertisement image presentation will come up on the 
screen. After the image presentation is over, I am asking that you remain still for 
another two minutes. Although it is important that you stay still throughout the 
eight minute segment, during the minutes before and after the image 
presentations, it is extremely important that you stay still and relaxed- avoid 
yawning, sneezing, etc. I will be sitting in the room and, following the two 
minutes after the image presentation, will disconnect you from the physiological 
measures. When the advertisement images come on, focus on the images of the 
products [FOR EXPERIMENTAL CONDITION ONLY: look up and add 
casually: ‘the clothing, or shoes or whatever it is’], and not on the wording. 
Again, once I let you know when it’s time, it is important that you stay 
completely still, focus on breathing regularly and look only at the screen. It is 
especially important that you do not move your hands or the wires connecting you 
to the computer. Also, do not squeeze the devices between your fingers or add any 
additional pressure. Overall, just relax your hands and do not move them. Do you 
need to use the restroom, get a drink, or move around before we get started?” 
12. Make sure they are comfortable in the chair, and in a comfortable 
position! 
 
13. FOR THE NEXT PORTION- TIMING IS EXTREMELY IMPORTRANT: 
use the stop watch to time 10 minutes. This is how long the participant needs 
to sit still and relax to prepare for baseline data collection. During these 10 
minutes, make light conversation with the participant while setting up the 
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neurobehavioral systems presentation and the non-invasive physiological 
measures   
 
a. Setting up advertisement image presentation: 
i. MAKE SURE LAP TOP HAS PLENTY OF POWER, IF 
NOT, PLUG IT IN! 
ii. Minimize qualtrics so you can see the desktop 
iii. MOVE the laptop so participant can’t see it when you are 
setting it up. 
iv. Open the correct PowerPoint presentation (“C presentation” for 
control condition; “E presentation for experimental condition”) 
v. Make sure first blank slide is selected and close side bar where 
all pictures are displayed. 
vi. Click on “slide show” tab and move cursor to “From the 
Beginning” in far left hand top corner. DO NOT PRESS 
BUTTON YET!- just make sure it is ready.  
vii. Place computer directly in front of participant on the desk or 
table, so they can see it clearly. Make sure participant does not 
touch the computer throughout the process. 
b. Setting up physiological measures 
i. Place respiratory strap on participant. The strap should go 
around the chest, just below the zyphoid process, on the lower 
part of the rib cage. It should NOT be placed lower than the rib 
cage. Ventilatory band (rubber portion should be in the front, 
slightly to the left (participant’s left) of the center of the chest. 
Strap should not be too tight, but tight enough to stay on the 
person during all stages of breathing. Ventalitory band should 
be taught, but not stretched in all stages of breathing. 
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Positioning of respiratory strap *Note: strap in picture is not 
the same as strap used in study. 
 
ii. Clean participant’s left index finger with alcohol solution and 
let dry thoroughly. Strap Pulse Oximeter on index finger of left 
hand so that square window is directly in the center of the top 
of the finger. Slide Velcro holder over finger to hold device in 
place (adjust if too tight), but make sure device fits snuggly to 
left index finger without being held in place.  
 
Positioning the pulse oximeter  
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Finger strap in place 
 
iii. Before placing electrodes on fingers, clean the participant’s 
right index and middle fingers with alcohol solution. Make sure 
fingers are dry and then place a very thin layer of conductive 
gel directly on the pads of these fingers and rub in. Strap 
electrodes snuggly (but not too tight) on both fingers as shown 
in picture below. Metal circles should be centered on finger 
pads. 
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Positioning of skin conductance electrodes 
 
iv. Make sure participants are comfortable. Guide them in how 
to relax their hands and fingers and remind them of the 
importance of keeping everything still- especially their hands 
during the two minutes before and after the presentation as 
well as during the presentation itself. 
 
14. After about 8 minutes have passed, say the following:  
“So now, we are about two minutes away from collecting baseline data and 
beginning the experiment. When I press record, the devices will feel exactly 
as they do now. Now is the time that I need to you stay as still as possible, 
relax, and focus on breathing normally. Please look at the screen at all times 
from now until two minutes after the advertisement presentation, about 8 
minutes total. Since you can’t move for about 8 more minutes, make sure you 
are comfortable now. About three minutes after I start recording the 
physiological data, the image presentation will begin on the screen- Just note 
that the screen will remain blank before the images actually come on. I will 
keep record of the time on my stop watch and will disconnect you from the 
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computer after the 8 minutes is up. Do not move or take your eyes from the 
screen until I tell you that we are done.  You can move and talk again after 
that. Make sure to focus on the screen at all times. You can go ahead and 
begin looking at the screen, staying still, relaxing and breathing normally and 
evenly. I will set up a few more devices on the cart now and tell you when the 
8 minutes have started.” 
15. Once 10 minutes are up, make sure participant looks comfortable and ready, 
set watch for 8 minutes. Tell participant “Keep doing what you are doing, 
just know that we are about ready to start the 8 minutes” - PRESS 
START ON CELL PHONE STOPWATCH, RECORD ON BIOGRAPH, and 
START ON POWERPOINT ALL AT THE SAME TIME! 
a. *Note: if recording properly, the “record” button on the laptop should 
be red. 
 
16. After making sure that Biograph is recording well (adjust view and undergo 
training with Jody), immediately get baseline with skin conductance test AT 
THE 20 SEC MARK-SEE SCREEN. Quickly, take out skin conductance 
electrodes and insert tester into E (white dot should be facing up). Collect data 
with baseline tester for 10 seconds, then quickly re-insert the skin 
conductance device. Make sure skin conductance begins recording again 
correctly.  
 
17. After checking again that everything is recording properly, quietly sit on the 
chair you set up for yourself and look at your protocol. Try not to make any 
sounds or movements. You should be seated and not moving NO MORE 
THAN 1 MIN AFTER TIMING STARTS. 
 
18. Listen for any movements, yawns, or other breaks of protocol. If something 
happens, jot down WHAT TIME IT OCCURRED AND WHAT IT WAS- 
write it down on the correct section of the Note to File form when the study is 
complete.  
 
19. AFTER the 8 minutes is up, go over to the cart and make sure data is still 
recording okay and then IMMEDIATELY press the stop button on the 
Biograph lap top. The record button should change from red to green. Once 
you have done this, say “Okay, you can move now” to the participant. 
 
20. Press “Yes” to save data from physiological recording session. You will need 
to type in a description of the session- this will be the same as the ID (i.e. 
001_SO) and press “ok.” The data collection session should be saved.  
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21. Turn overhead light back on and carefully take off the physiological devices 
(for Velcro items, just pull directly off the fingers). MAKE LIGHT 
CONVERSATION WITH PARTICIPANTS AND TELL THEM THEY CAN 
FEEL FREE TO GO TO THE BATHROOM OR GET A DRINK BEFORE 
THE NEXT PART. Wipe down ONLY skin conductance electrodes with 
alcohol. Return all physiological equipment to the proper places on the cart.  
 
22. On Biograph lap top, go to “file,” then click on exit. A notice will show up 
stating that your Procomp is still on. At this time, turn off the Procomp device, 
press OK on the laptop, then shut down the computer. Don’t close the lid of 
the laptop until it is shut down completely 
 
23. On other lap top, exit and quit PowerPoint and pull up POST-
EXPERIMENTAL qualtrics assessment (See Appendix G). Type in the 
participant’s ID number and let them take the brief questionnaire. 
 
24. Next, the stroop test will be conducted (See Appendix H) 
 
a. Make sure practice card, baseline card and cards 1-4 are in the correct 
order, face down on the table in front of the participant (participant 
CANNOT see the cards until they are flipped over). 
b. Tell participant the following while turning over the PRACTICE 
CARD: 
 
“For this next part, we want you to try to ignore the words on the cards 
and to name the colors in which they are printed. Try to do this as fast 
as possible while remaining accurate. Start with the top row and read 
each row from left to right. Immediately correct any errors and 
continue without stopping. The card will be placed on the table in front 
of you just like this. Although you can’t point at each word segment, 
you can move your thumb down the end of the columns to keep track 
(SHOW THEM WHAT YOU MEAN). Say ‘Done’ and look up when 
you are finished.” 
c. Have the participant do a practice round with the practice card and 
correct them if they don’t follow protocol instructions. 
d. Prepare the stroop test form (Appendix L) and get stop watch ready 
e. Tell participant: 
134 
 
“Okay, so now we are going to begin the timed test. I will record how 
long it takes you with a stopwatch. There are 5 cards total and I will 
give you 15 seconds break between each card. Are you ready?” 
f. When participant is ready, flip over the first card while pressing start 
on your stop watch at the same time. Watch them go through the set 
and keep track of: 
i. How many mistakes they make without corrections  
ii. How many mistakes they make with corrections 
iii. Note: It helps to use a tally system on your tracking paper 
(mistakes without corrections can go on right and mistakes 
with corrections can go on left). You can do this without 
removing your eyes from the card. 
g. When they say done, quickly record the time, stop the watch, and 
immediately start recording the 15 seconds. During the 15 seconds 
write down the amount of each type of error on the form. 
h. Immediately after the 15 seconds is up, restart time while flipping the 
next card over. 
i. Repeat process until all 5 card times have been recorded. 
 
25. Once the stroop test is complete, pull up the FINAL ASSESSMENT on 
Qualtrics (See Appendix I). Type in the participant’s ID for them. LET 
PARTICIPANTS KNOW THAT THIS IS THE LAST ASSESSMENT, 
THEN THEY ARE DONE!  
 
26. This is a longer assessment, so you can begin breaking down study materials 
and preparing for debriefing: 
 
a. Unplug lamp and put it on appropriate place on the cart 
b. Turn off sound machine 
c. Make sure physiological laptop is closed and all devices are in their 
proper places on the cart. 
d. Wheel cart back to its place 
e. While you are out of the room putting the cart back, log on to another 
computer to check to make sure all qualtrics assessments are complete 
(and final assessment is “in progress”) 
f.  Get the following documents/items ready: 
i. Deception announcement/debriefing handout (See Appendix J)  
ii. Signed consent 
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iii. Envelope with $20.00 payment (Jody will show you where 
these are kept)- note: if participant chooses to receive extra 
credit instead, put the envelope back 
iv. Receipt of payment/participant notification form (See 
Appendix K) 
 
27. Once participants complete the final qualtrics assessment, debriefing occurs 
(go over debriefing form and get it signed). 
 
a. The debriefing handout also includes the PI’s contact information, 
referrals to counseling services, and information about the influence of 
the thin-ideal on women’s mental health. EMPHASIZE THAT 
THEY MUST KEEP TRUE PURPOSE OF THE STUDY TO 
THEMESELVES OR ELSE IT COULD INVALIDATE THE 
STUDY AT LARGE. 
  
28. Ask if participant wants $20.00 or extra credit (remind them that extra credit 
is only through the psychology courses participating in the Sona system) 
 
a. Have participants sign the receipt of payment/participation 
notification form 
 
29. Make copies of 1) consent form, 2) debriefing signed form and 3) receipt of 
payment/notification form. GIVE PARTICIPANTS ALL THREE COPIES 
AND KEEP THE ORIGINALS! 
 
30.  GIVE THE PARTICIPANT A BIG THANK YOU for their time and tell 
them that they can contact Jody if they have any questions or concerns that 
come up later on. 
 
WRAPPING UP 
 
1. Fill out Note to File for any events out of the ordinary (including 
movement, sneezing, yawning, etc. during the physiological measurement 
period of 8 minutes). 
 
2. Gather and paper clip together: 
Signed consent form 
Height and weight form 
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Stroop test form 
Signed debriefing form 
Signed receipt of payment/participation notification form 
Note to File form (ONLY IF NEEDED) 
3. Put packet in Jody’s drawer in folder entitled, NEW LAB SESSIONS. 
 
 
ONCE YOU HAVE A GOOD GRASP ON THE PROTOCOL- USE STUDY 
“CHEAT SHEETS” FOR SCREENING PROCESS AND LAB SESSIONS. THESE 
“CHEAT SHEETS” GIVE YOU THE SCRIPT FOR PARTICIPANTS WITHOUT 
THE EXTRA VERBAGE ON HOW TO SET UP THE EXPERIEMENT (SEE 
APPENDIX  M). 
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LIST OF APPENDICIES FOR RESEARCH ASSISTANT MANUAL 
FOR ALL APPENDICIES- DO NOT PRINT AND USE IN STUDY. INSTEAD, 
USE PRINABLE FORMS ON DROPBOX OR ON RESEARCH CART! 
A. Flier and recruitment materials (resource handout, sign-up form) 
B. Screening consent form 
C. Qualtrics screening assessment packet 
D. Eligibility form 
E. Lab session consent form 
F. Qualtrics pre-experimental assessment packet 
G. Qualtrics post-experimental assessment 
H. Stroop test description 
I. Qualtrics final assessment packet 
J. Deception announcement 
K. Receipt of payment/participation form 
L. Lab session documentation forms (height & weight, stroop test recording, and 
note to file forms) 
M. "Cheat sheets” (for screening process and lab sessions) 
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RA MANUAL APPENDIX A 
 RESEARCH 
VOLUNTEERS 
NEEDED 
…to participate in a study examining interpersonal, social, 
psychological and physiological influences on attitudes toward 
advertising and self-perceptions 
This project has been approved by the Institutional Review Boards at both Drexel University 
 
 
-WOMEN IN UNDERGRADUATE OR GRADUATE PROGRAMS AT DREXEL 
UNIVERSITY MAY 
  BE ELIGIBLE TO PARTICIPATE 
 
-RESEARCH ACTIVITIES INCLUDE: 
- Engaging in a screening process (filling out brief questionnaires online or over 
the phone) 
- Attending a data collection session (45 min to an hour), on Drexel’s University 
City campus 
-  Viewing advertisement images; filling out questionnaires; responding to   
survey questions out-loud; participating in physiological data collection: 
weight, height, heart rate, skin conductance 
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-YOU WILL BE COMPENSATED FOR YOUR TIME AND EFFORTS: 
  - $20.00 or Extra credit (for Sona system only) 
 
CONTACT- Jody Russon, MA:  jmr439@drexel.edu   Call: (267) 
388-1095  
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SIGN UP SHEET 
Biopsychosocial influences on attitudes toward advertising and self-perceptions 
*Please provide your name, email and phone number, if you would like to take the online 
screen to be considered for the study. 
NAME EMAIL PHONE 
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RA MANUAL APPENDIX B 
 
VERBAL CONSENT TO BE SCREENED FOR A RESEARCH 
STUDY 
 
Study title: Biopsychosocial influences on attitudes toward 
advertising and self-perceptions 
IRB #: 1406002926 
Version Date:  June 19, 2014 
 
Principal Investigators: Jody M. Russon, Guy S. Diamond 
The Center for Family Intervention Science 
3020 Market St 
Suite 510 
Philadelphia, PA 19104 
Jmr439@drexel.edu 
Hi!  My name is __________________.  I am a (study coordinator/research assistant) from the 
Center for Family Intervention Science at Drexel University.  I’m returning your call (going to 
speak with you) about the advertising study at here at Drexel University.  Is this a good time to 
talk? 
If “YES” proceed”, if “NO”, make arrangements for a convenient time. 
What is the study about? 
Let me tell you about what we’re doing here.  If there is anything that I say that you do not 
understand, please ask questions.   
The main focus of the research study is to investigate interpersonal, social, psychological and 
physiological influences on attitudes toward advertising and self-perceptions. Being involved 
with the study will include filling out some questionnaires as a screen for eligibility- we are 
looking for people with a specific set of psycho-social and biological characteristics to participate 
and we can let you know shortly after the screen if you meet the criteria to come in for a lab visit. 
During your lab visit, you will view advertisement images, fill out questionnaires, respond to 
survey questions and participate in physiological data collection by putting some devices on your 
fingers and sitting very still. The lab sessions will take about an hour and you will get $20.00 for 
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participating (FOR PSYCHOLOGY STUDENTS ONLY: or extra credit from the Sona system). 
All lab sessions are held at 3020 Market Street on Drexel’s University City campus.  
IF OVER PHONE: You are being called because you have expressed some interest in the study 
What is the screening process? 
In order to see if you are eligible for the research study, we will need to do a brief screening with 
you which we can do over the phone (in person) today.  This should take about 10 minutes to 
complete. The screening involves answering questions about yourself, how you have been feeling 
and your relationships. 
You do not have to take part in this screening if you do not want to. If you decide to not do this 
screening or change your mind later there will be no penalties or loss.  In order to be part of the 
study however, you will need to complete the screening. If after the screening it seems you are a 
good candidate for the study then we will schedule a time for you to come in for a lab session 
What are the risks of this study? 
Taking part in a research study involves inconveniences and risks.  The risk involved with 
participating in this screening is that you may feel uncomfortable answering some of the 
questions we ask.  Potential risks for stress from this screening are no different however than 
what you might feel if you sought an evaluation about your feelings and relationships from any 
other source.  We will do our best to keep your personal information private and confidential.  If 
you experience distress at any time in the research process, please let us know. We can provide 
referrals to services should the questions bring up significant distress for you. 
Are there any benefits to taking part in this screening? 
There is no anticipated benefit for you if you participate in the screening today.  However, if you 
complete the screening and meet the screening criteria, you may be an appropriate candidate for 
the study.  
Is consent needed? 
Once you have had your questions answered, you will be asked to decide if you wish to 
participate. The details of the study will be explained to you and you will be asked to sign a 
consent form that fully explains the whole study when you first arrive for you lab session. 
What about privacy, authorization for use of Personal Health Information (PHI) 
and confidentiality? 
We need to collect health information about you in order to conduct this study.  This 
includes information about you from the screening questionnaires which is part of this 
research. Only members of the research team and people who oversee or evaluate 
research and activities at Drexel University will be allowed to access your information. 
Our researchers will do our best to keep your information private. We will keep your 
identity private in any publication or presentation about the study.  
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What if you have questions about the study? 
If you have questions about the study, call or email Jody Russon (267-388-1095; 
jmr439@drexel.edu).  
The Institutional Review Board (IRB) at Drexel University has reviewed and approved this study.  
The IRB looks at research studies like these and makes sure your rights and welfare are protected. 
You can talk to a person from this group if you have questions about your rights as someone 
taking part in a research study. You can call the IRB Office at (215) 255-7857 if you have 
questions or complaints about the study. 
Do I have your permission to enroll you in the screening and begin asking you questions (over the 
phone)?             YES                        NO 
  
(If yes, proceed) 
 
   
Person Obtaining Consent   
   
Signature of Person Obtaining Consent  Date 
 
Adult (age 18) Verbal Consent 
_____________________________   ________________ 
Adult’s Name     Age 
If no: thank them for their time.  
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RA MANUAL APPENDIX C 
 
CONSENT 
 
Study title: Biopsychosocial influences on attitudes toward advertising and self-perceptions 
IRB #: 1406002926 
Version Date:  June 19, 2014 
Principal Investigators: Jody M. Russon, Guy S. Diamond 
  
The Center for Family Intervention Science 
3020 Market St 
Suite 510 
Philadelphia, PA 19104 
Jmr439@drexel.edu 
 
Hello, my name is Jody Russon and I am a study coordinator from the Center for Family Intervention Science at Drexel 
University.  Please take the time to read the following information about the study. If you agree with the information, 
click the button to continue to the screening measures. 
 
What is the study about? 
The main focus of the research study is to investigate interpersonal, social, psychological and physiological influences 
on attitudes toward advertising and self-perceptions. Being involved with the study will include filling out some 
questionnaires as a screen for eligibility- we are looking for people with a specific set of psycho-social and biological 
characteristics to participate and we can let you know shortly after the screen if you meet the criteria to come in for a 
lab visit. During your lab visit, you will view advertisement images, fill out questionnaires, respond to survey questions 
and participate in physiological data collection by putting some devices on your fingers and sitting very still. The lab 
sessions will take about an hour and you will get $20.00 for participating (or extra credit for Sona students from the 
psychology department). All lab sessions are held at 3020 Market Street on Drexel’s University City campus. 
 
What is the screening process? 
In order to see if you are eligible for the research study, we will need to do a brief screening with you (you will be 
directed to the screening questions by clicking on the button below to continue). The screen should take about 10 
minutes to complete. The screening involves answering questions about yourself, how you have been feeling and your 
relationships. 
 
You do not have to take part in this screening if you do not want to. If you decide to not do this screening or change 
your mind later there will be no penalties or loss.  In order to be part of the study however, you will need to complete 
the screening. If after the screening it seems you are a good candidate for the study, then we will schedule a time for 
you to come in for a lab session. 
 
What are the risks of this study? 
Taking part in a research study involves inconveniences and risks.  The risk involved with participating in this 
screening is that you may feel uncomfortable answering some of the questions we ask.  Potential risks for stress from 
this screening are no different however than what you might feel if you sought an evaluation about your feelings and 
relationships from any other source.  We will do our best to keep your personal information private and confidential.  If 
you experience distress at any time in the research process, please let us know (jmr439@drexel.edu, 267-388-1095). 
We can provide referrals to services should the questions bring up significant distress for you. 
 
Are there any benefits to taking part in this screening? 
There is no anticipated benefit for you if you participate in the screening today.  However, if you complete the 
screening and meet the screening criteria, you may be an appropriate candidate for the study. 
 
Is consent needed? 
Once you have had your questions answered, you will be asked to decide if you wish to participate. The details of the 
study will be explained to you and you will be asked to sign a consent form that fully explains the whole study when 
you first arrive for you lab session. 
 
What about privacy, authorization for use of Personal Health Information (PHI) and confidentiality? 
We need to collect health information about you in order to conduct this study.  This includes information about you 
from the screening questionnaires which is part of this research. Only members of the research team and people who 
oversee or evaluate research and activities at Drexel University will be allowed to access your information. Our 
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researchers will do our best to keep your information private. We will keep your identity private in any publication or 
presentation about the study. 
 
What if you have questions about the study? 
If you have questions about the study, call or email Jody Russon (267-388-1095; jmr439@drexel.edu). 
The Institutional Review Board (IRB) at Drexel University has reviewed and approved this study.  The IRB looks at 
research studies like these and makes sure your rights and welfare are protected. You can talk to a person from this 
group if you have questions about your rights as someone taking part in a research study. You can call the IRB Office 
at (215) 255-7857 if you have questions or complaints about the study. 
 
PLEASE CLICK CONTINUE IF WE HAVE YOUR PERMISSION TO CONDUCT THE SCREEN WITH 
YOU AND START THE QUESTIONNAIRES. 
 
CONTINUE 
 
Screen ID # 
Q42 
 
Screen ID # 
If you would like to take this Screening Survey and do not have a Screen ID #, please contact Jody Russon 267-388-
1095 or jmr439@drexel.edu. 
Q2 
 
Please enter your Screen ID # 
 
Demographic Information Form 
Q41 
 
Demographic Information Form 
Q3 
 
Age 
 
Q4 
 
Height. Please enter your height in feet (first box) and inches (second box). Example: feet=5; inches= 6 
Feet 
 
Inches 
 
Q5 
 
Weight (in pounds, lbs) 
 
Q6 
 
Sex 
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Female 
Male 
Intersex 
Other (please specify) 
 
Q7 
 
Gender 
Woman 
Man 
Transgender Woman 
Transgender Man 
Other (please specify) 
 
Q8 
 
Sexual Identity 
Heterosexual 
Gay 
Lesbian 
Bisexual 
Pansexual 
Asexual 
Other (please specify) 
 
Q9 
 
Race 
Asian, non-Hispanic descent 
White, non-Hispanic descent 
Black, non-Hispanic descent 
Biracial (please specify) 
 
Multiracial (please specify) 
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Other (please specify) 
 
Q10 
 
Ethnicity 
Asian or Asian American (please specify) 
 
European or European American (please specify) 
 
African or African American (please specify) 
 
Latino/a or Hispanic (please specify) 
 
Native American/Alaska Native (please specify) 
 
Native Hawaiian/Pacific Islander (please specify) 
 
Multiethnic (please specify) 
 
Other (please specify) 
 
Q11 
 
Student Status 
College freshman 
College sophomore 
College junior 
College senior 
Graduate or professional school student 
Other (please specify) 
 
Q12 
 
Please answer "yes" if you have any of the following cardiac concerns: 
 
Any kind of heart arrhythmia 
Valvular heart disease 
Cardiomyopathy 
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Congestive heart failure of NYHA class IV 
Unstable angina 
Grade 2-3 atrioventricular block 
Revascularization procedures 
Atrial flutter 
Atrial fibrillation 
Frequent ventricular or atrial ectopy 
Sick sinus syndrome 
Yes 
No 
Q13 
 
On average, how many hours do you exercise per week? 
 
Q14 
 
Are you pregnant? 
Yes 
No 
Q15 
 
Relationship Status 
Single 
In a relationship 
Married 
Divorced 
Cohabitating 
Widowed 
Friends with benefits 
Occasionally have sex with someone other than my partner 
Other (please specify) 
 
Q16 
 
How long have you been in your relationship? 
Number of months 
 
Less than one month 
Not in a relationship 
Q17 
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Religious affiliation 
Christianity, non-denominational 
Christianity, denominational 
Catholicism 
Judaism 
Hinduism 
Islam 
Buddhist 
Agnostic 
Mormon 
Atheist 
Spiritual, but not religious 
Other (please specify) 
 
Q18 
 
Combined family income 
$10,000 - $25,000 
$26,000 - $30,000 
$31,000 - $50,000 
$51,000 - $70,000 
$71,000 - $100,000 
$101,000 - $150,000 
$151,000 - $200,000 
$201,000 - $250,000 
$251,000 or more 
Q19 
 
How did you find out about this study? 
Flier 
Classroom/event announcement 
Sona 
Word of mouth 
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Website/social media 
Other (please specify) 
 
 
MQ 
Q20 
 
What TV channels do you watch more frequently? (list up to 5) 
 
Q21 
 
On average, how many hours a WEEK do you spend watching these channels? 
 
Q22 
 
What magazines do you read most frequently? (list up to 5) 
 
Q23 
 
On average, how many hours a WEEK do you spend reading these magazines? 
 
Q24 
 
What stores do you shop in most frequently? (list up to 5) 
 
Q25 
 
On average, how many times in a MONTH do you visit these stores? 
 
 
ECR-RS 
Q26 
 
Please read each of the following statements and rate the extent to which you believe each statement best describes 
your feelings about CLOSE RELATIONSHIPS IN GENERAL. 
Q27 
 
It helps to turn to people in times of need. 
Strongly disagree 
Disagree 
Somewhat disagree 
Neither agree nor disagree 
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Somewhat agree 
Agree 
Strongly agree 
Q28 
 
I usually discuss my problems and concerns with others. 
Strongly disagree 
Disagree 
Somewhat disagree 
Neither agree nor disagree 
Somewhat agree 
Agree 
Strongly agree 
Q29 
 
I talk things over with people. 
Strongly disagree 
Disagree 
Somewhat disagree 
Neither agree nor disagree 
Somewhat agree 
Agree 
Strongly agree 
Q30 
 
I find it easy to depend on others. 
Strongly disagree 
Disagree 
Somewhat disagree 
Neither agree nor disagree 
Somewhat agree 
Agree 
Strongly agree 
Q31 
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I don't feel comfortable opening up to others. 
Strongly disagree 
Disagree 
Somewhat disagree 
Neither agree nor disagree 
Somewhat agree 
Agree 
Strongly agree 
Q32 
 
 I prefer not to show others how I feel deep down. 
Strongly disagree 
Disagree 
Somewhat disagree 
Neither agree nor disagree 
Somewhat agree 
Agree 
Strongly agree 
Q33 
 
I often worry that other people do not really care for me. 
Strongly disagree 
Disagree 
Somewhat disagree 
Neither agree nor disagree 
Somewhat agree 
Agree 
Strongly agree 
Q34 
 
I'm afraid that other people may abandon me. 
Strongly disagree 
Disagree 
Somewhat disagree 
Neither agree nor disagree 
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Somewhat agree 
Agree 
Strongly agree 
Q35 
 
I worry that others won't care about me as much as I care about them. 
Strongly disagree 
Disagree 
Somewhat disagree 
Neither agree nor disagree 
Somewhat agree 
Agree 
Strongly agree 
 
 
BDI-II 
Q37 
 
This questionnaire consists of 21 groups of statements. Please read each group of statements carefully, and then pick 
out the one statement in each group that best describes the way you have been feeling during the past two weeks, 
including today. Circle the number beside the statement you have picked. If several statements in the group seem to 
apply equally well, circle the highest number for that group. Be sure that you do not choose more than one statement 
for any group, including the following items: Changes in Sleeping Pattern or Changes in Appetite. 
Q38 
 
Sadness 
I do not feel sad. 
I feel sad much of the time 
I am sad all of the time. 
I am so sad or unhappy that I can't stand it. 
Q39 
 
Pessimism 
I am not discouraged about my future. 
I feel more discouraged about my future than I used to be. 
I do not expect things to work out for me. 
I feel my future is hopeless and will only get worse. 
Q40 
 
Past failure 
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I do not feel like a failure. 
I have failed more than I should have. 
As I look back, I see a lot of failures. 
I feel I am a total failure as a person. 
Q43 
 
Loss of pleasure 
I get as much pleasure as I ever did from the things I enjoy. 
I don't enjoy things as much as I used to. 
I get very little pleasure from the things I used to enjoy. 
I can't get any pleasure from the things I used to enjoy. 
Q44 
 
Guilty feelings 
I don't feel particularly guilty. 
I feel guilty over many things I have done or should have done 
I feel quite guilty most of the time. 
I feel guilty all of the time. 
Q45 
 
Punishment feelings 
I don't feel I am being punished. 
I feel I may be punished. 
I expect to be punished. 
I feel I am being punished. 
Q46 
 
Self-dislike 
I feel the same about myself as ever. 
I have lost confidence in myself. 
I am disappointed in myself. 
I dislike myself. 
Q47 
 
Self-criticalness 
I don't criticize myself. 
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I am more critical of myself than I used to be. 
I criticize myself for all of my faults. 
I blame myself for everything bad that happens. 
Q48 
 
Suicidal thoughts or wishes 
I don't have any thoughts of killing myself. 
I have thoughts of killing myself, but I would not carry them out. 
I would like to kill myself. 
I would kill myself if I had the chance. 
Q49 
 
Crying 
I don't cry anymore than I used to. 
I cry more than I used to. 
I cry over every little thing. 
I feel like crying, but I can't. 
Q50 
 
Agitation 
I am no more restless or wound up than usual. 
I feel more restless or wound up than usual. 
I am so restless or agitated that it's hard to stay still. 
I am so restless or agitated that I have to keep moving or doing something. 
Q51 
 
Loss of interest 
I have not lost interest in other people or activities. 
I am less interested in other people or things than before. 
I have lost most of my interest in other people or things. 
It's hard to get interested in anything. 
Q52 
 
Indecisiveness 
I make decisions about as well as ever. 
I find it more difficult to make decisions than usual. 
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I have much greater difficulty in making decisions than I used to. 
I have trouble making any decisions. 
Q53 
 
Worthlessness 
I do not feel I am worthless. 
I don't consider myself as worthwhile and useful as I used to. 
I feel more worthless as compared to people. 
I feel utterly worthless. 
Q54 
 
Loss of energy 
I have as much energy as ever. 
I have less energy than I used to have. 
I don't have enough energy to do very much. 
I don't have enough energy to do anything. 
Q55 
 
Changes in sleeping pattern 
I have not experienced any change in my sleeping pattern. 
I sleep somewhat more than usual. 
I sleep somewhat less than usual. 
I sleep a lot more than usual. 
I sleep a lot less than usual. 
I sleep most of the day. 
I wake up 1-2 hours early and can't get back to sleep. 
Q56 
 
Irritability 
I am no more irritable than usual. 
I am more irritable than usual. 
I am much more irritable than usual. 
I am irritable all the time. 
Q57 
 
Changes in Appetite 
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I have not experienced any change in my appetite. 
My appetite is somewhat less than usual. 
My appetite is somewhat greater than usual. 
My appetite is much less than before. 
My appetite is much greater than usual. 
I have no appetite at all. 
I crave food all the time. 
Q58 
 
Concentration difficulty 
I can concentrate as well as ever. 
I can't concentrate as well as usual. 
It's hard to keep my mind on anything for very long. 
I find I can't concentrate on anything. 
Q59 
 
Tiredness or fatigue 
I am no more tired or fatigued than usual. 
I get more tired or fatigued more easily than usual. 
I am too tired or fatigued to do a lot of the things I used to do. 
I am too tired or fatigued to do most of the things I used to do. 
Q60 
 
Loss of interest in sex 
I have not noticed any recent change in my interest in sex. 
I am less interested in sex than I used to be. 
I am much less interested in sex now. 
I have lost interest in sex completely. 
 
End of Survey Message 
Q61 
 
END OF SURVEY- Thank you for participating! 
We will contact you shortly to let you know if you meet the criteria to come 
in for a lab visit. During your lab visit, you will view advertisement images, fill 
out questionnaires, respond to survey questions and participate in physiological 
data collection by putting some devices on your fingers and sitting very still.  
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The lab sessions will take about an hour and you will get $20.00 for 
participating (or extra credit for Sona students from the Psychology 
Department). All lab sessions are held at 3020 Market Street, Suite 510 on 
Drexel’s University City campus.  
 
If you have any questions or concerns, please contact Jody Russon: 267-388-
1095 or jmr439@drexel.edu. 
 
If you have experienced any distress during this process, please contact your 
university counseling center (Drexel University Counseling Center: 215-895-
1415; 3210 Chestnut St, Creese Student Center, Suite 201) or contact the 
following resources: 
 
Drexel University Couple and Family Therapy Clinic: 215-571-3409 (3020 Market 
Street) 
 
Women’s Therapy Center: 215-567-1111 (1315 Walnut Street # 1004) 
 
Counsel for Relationships: 215-575-9140 (1880 JFK Blvd. Suite 1810) 
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RA MANUAL APPENDIX D 
 
SCREENING ID #_______________________________ Inclusion criteria:  
 
Woman? ____ 
 
Heterosexual? ____  
 
BMI between 18.5 and 29.9- “normal and overweight” (self-report)? ____  
*Use calculator at this link with participant reported height and weight. http://www.cdc.gov/healthyweight/assessing/bmi/adult_bmi/english_bmi_calculator/bmi_calculator.html 
 
18-35 years old? ____ __________________________________________________________________________________________ ECR-RS Is avoidance score 3.38 or higher OR 2.90 or lower? ____ *score attachment avoidance: average items 1-6, while reverse scoring 1,2,3, and 4  Is anxiety score 2.86 or higher OR 2.26 or lower? ____ *score attachment anxiety: average items 7-9   ECR-RS note: if one of the scores is above and the other score is a NO, then you can include them  Write “yes” here if this is the case _____  *To be included participants have to be above on anxiety OR avoidance, or have to be low on both!  
Are they eligible from ECR-RS scores? ______ 
 
*scoring instructions: strongly disagree  1  2  3  4  5  6  7  strongly agree __________________________________________________________________________________________  Exclusion criteria:  
 Transgender woman or man? ____  Severe depression (score of 31 or higher on BDI-II)? ____ (add up all scores with corresponding numbers 0,1,2, or 3) *contact Jody if score is 31 or higher AND/OR 
number 9 is ANY HIGHER THAN A 0.   Cardiac complications? ____  Pregnancy? ____ 
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Check the following:  Inclusion criteria assessment (all YES?): __________  Exclusion criteria assessment (all NO?): __________  If TWO CHECK MARKS, SET UP APPOINTMENT- see Quarter Availability in Dropbox.                               
161 
 
 
 
RA MANUAL APPENDIX E  
 
Permission to Take Part in a Human Research Study Page 161 of 4 
Drexel University  
Consent to Take Part in a Research Study 
1. Title of research study: Biopsychosocial Influences on Attitudes toward 
Advertising and Self-Perception 
2. Researcher: Jody Russon, M.A.; Guy Diamond, Ph.D. 
3. Why you are being invited to take part in a research study 
You have been selected to participate in this study because you are a university woman in 
undergraduate or graduate school and are eligible for our study based on our screening criteria. 
4. What you should know about the research study 
Someone will explain this research study to you. 
You can choose whether or not to take part in this study. 
You can agree to take part in the study now and then later change your mind. 
Whatever you decide in terms of participation, it will not be held against you. 
Feel free to ask all the questions you want before you decide to take part in the study. 
5. Who can I talk to? 
If you have questions, concerns, or complaints (or think the research has hurt you), talk to the 
research team at jmr439@drexel.edu or 267-388-1095 
This research has been reviewed and approved by an Institutional Review Board. You may talk 
with them at (215) 255-7857 or email HRPP@drexel.edu for any of the following: 
Your questions, concerns, or complaints are not being answered by the research 
team. 
You cannot reach the research team. 
You want to talk to someone besides the research team. 
You have questions about your rights as a research participant. 
You want to get information or provide input about this research. 
6. Why is this research being done? 
The present research is being conducted to examine interpersonal, social, psychological and 
physiological influences on attitudes toward advertising and self-perceptions, for women 
specifically. 
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7. How long will the research last? 
We expect that the research will take about an hour of your time, given that you have already 
completed the 10 minute screening process. 
8. How many people will be studied? 
We expect about 140 people will be in this specific research study. 
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9. What happens if I say yes, I want to be in this research? 
Should you agree to participate, we will proceed with the lab session protocol. For the data 
collection protocol, you will… 
1. Sign the consent form and ask the researcher any questions you may have.  
2. Be given an ID number to remember so you can enter this into any computer systems 
(instead of your name- to protect confidentiality) 
3. Be led to the nursing station (down the hall) for weight and height to be measured  
4. Be led back to this research room where you will fill out some more surveys on a lap 
top.  
5. Be connected to nonintrusive physiological devices (three finger straps and a band 
that goes around your chest to measure your breathing). Please note that there is no 
way that these devices can cause any physiological damage or pain whatsoever. You will 
be asked to sit very still for about 8 minutes while watching magazine advertisement 
images on a screen for part of the time. You will receive specific directions about when 
you can and cannot move.   
6.  Be asked to answer some more self-report, survey-style questions and then do a task 
that involves color-identifying words on cards placed in front of you. 
7. Be told a little bit about the study. 
8. Receive $20.00 OR a verification of extra credit (for Sona system psychology students) 
10. What are my responsibilities if I take part in this research? 
As a participant, you will be expected to do the following things: 
• Participate in a 10 minute screening process and participate in the tasks listed above.  
• Expect for all information to remain confidential through use of ID numbers instead of names. 
• Receive compensation for your participation in the study (as noted above) 
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• Ask the investigators any questions that you may have about the process, at any time. 
11. What happens if I do not want to be in this research? 
You may decide not to take part in the research and it will not be held against you. 
12. What happens if I say yes, but I change my mind later? 
You can agree to take part in the research now and stop at any time. It will not be held against 
you. 
13. Is there any way being in this study could be bad for me? 
Minimal risks include the possibility that you may feel some emotional discomfort when 
answering some of the survey questions. The research team is sensitized to potential emotional 
issues that may arise. The researcher is a doctoral student in the Couple and Family Therapy 
Department and is prepared to help you find appropriate resources should you feel a significant 
amount of distress. At the end of the study a list of local services will be provided. Any expenses 
accrued for seeking or receiving treatment will be the responsibility of the participant and not that 
of the research project, the research team or Drexel University. 
Permission to Take Part in a Human Research Study Page 3 of 4 
 
Also, although the physiological measures are non-invasive, it may be slightly uncomfortable to 
sit still for nine minutes. Following the nine minutes, you would certainly be able to walk around 
and/or get some water.   
14. Do I have to pay for anything while I am on this study? 
There is no cost to you for participating in this study.   
15. Will being in this study help me anyway? 
 We cannot promise any benefits to you or others from your taking part in this research. 
However, possible benefits include helping researchers understand the complex nature of self-
perceptions in the context of a world focused on product promotion. No promise or guarantee of 
benefits has been made to encourage you to participate. 
16. What happens to the information we collect? 
Efforts will be made to limit your personal information, including your participation in this 
research study, to people who have a need to review this information. We cannot promise 
complete secrecy. Organizations that may inspect and copy your information include the IRB 
and other representatives of this organization.  
17. Can I be removed from the research without my OK? 
Not Applicable  
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18. What else do I need to know? 
This research study is being done by Drexel University. All participants will be given a $20.00 in 
cash or extra credit via the Sona system (for psychology students only). 
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Signature Block for Capable Adult 
Your signature documents your permission to take part in this research. 
DO NOT SIGN THIS FORM AFTER THIS 
DATE 
  
   
Signature of subject  Date 
 
 
Printed name of subject 
   
Signature of person obtaining consent  Date 
   
Printed name of person obtaining consent  Form Date 
 
My signature below documents that the information in the consent document and any other written 
information was accurately explained to, and apparently understood by, the subject, and that consent was 
freely given by the subject. 
   
Signature of witness to consent process  Date 
 
 
Printed name of person witnessing consent process 
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Participant ID # 
Q8 
 
Please enter your Participant ID # 
*If you have forgotten your number, please ask the researcher. 
 
 
DQ 
Q1 
 
Think about the product advertisement images (magazine, billboard, etc.) that you have seen in the past 48 hours. Focus 
on the one that stands out most in your mind and answer the following. 
Q2 
 
This advertisement is effective. 
*Definition of effective: Makes you consider buying (or learning more about) the product. 
  
• Strongly disagree 
• Disagree 
• Somewhat disagree 
• Undecided 
• Somewhat agree 
• Agree 
• Strongly agree 
Q3 
 
This advertisement is appealing. 
*Definition of appealing: Aesthetically pleasing. 
  
Strongly disagree 
Disagree 
Somewhat disagree 
Undecided 
Somewhat agree 
Agree 
Strongly agree 
Q4 
 
I will remember this advertisement the next time I go shopping. 
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Strongly disagree 
Disagree 
Somewhat disagree 
Undecided 
Somewhat agree 
Agree 
Strongly agree 
Q5 
 
This advertisement was made for my age group. 
Strongly disagree 
Disagree 
Somewhat disagree 
Undecided 
Somewhat agree 
Agree 
Strongly agree 
Q6 
 
This advertisement was made for my gender. 
  
Strongly disagree 
Disagree 
Somewhat disagree 
Undecided 
Somewhat agree 
Agree 
Strongly agree 
Q7 
 
I will share information about the advertisement product with a close other. 
  
Strongly disagree 
Disagree 
Somewhat disagree 
Undecided 
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Somewhat agree 
Agree 
Strongly agree 
 
SOQ 
Q9 
 
We are interested in how people think about their bodies. The questions below identify 10 
different body attributes. We would like you to rank order these body attributes from that which 
has the greatest impact on your physical self-concept (rank this a "9"), to that which has the least 
impact on your physical self-concept(rank this a "0"). 
  
Note: It does not matter how you describe yourself in terms of each attribute. For example, 
fitness level can have a great impact on your physical self-concept regardless of whether you 
consider yourself to be physically fit, not physically fit, or any level in between. 
  
Please first consider all attributes simultaneously, and record your rank ordering by choosing the 
ranks in the rightmost column. 
  
9= greatest impact 
8= next greatest impact 
... 
1= next to least impact 
0= least impact 
  
IMPORTANT: Do Not Assign The Same Rank To More Than One Attribute! 
Q10 
 
What rank do you assign to physical coordination? 
9 
8 
7 
6 
5 
4 
3 
2 
1 
0 
Q11 
 
What rank do you assign to health? 
9 
8 
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7 
6 
5 
4 
3 
2 
1 
0 
Q12 
 
What rank do you assign to weight? 
9 
8 
7 
6 
5 
4 
3 
2 
1 
0 
Q13 
 
What rank do you assign to strength? 
9 
8 
7 
6 
5 
4 
3 
2 
1 
0 
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Q14 
 
What rank do you assign to sex appeal? 
9 
8 
7 
6 
5 
4 
3 
2 
1 
0 
Q15 
 
What rank do you assign to physical attractiveness? 
9 
8 
7 
6 
5 
4 
3 
2 
1 
0 
Q16 
 
What rank do you assign to energy level (e.g. stamina)? 
9 
8 
7 
6 
5 
4 
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3 
2 
1 
0 
Q17 
 
What rank do you assign to firm/sculpted muscles? 
9 
8 
7 
6 
5 
4 
3 
2 
1 
0 
Q18 
 
What rank do you assign to physical fitness level? 
9 
8 
7 
6 
5 
4 
3 
2 
1 
0 
Q19 
 
What rank do you assign to measurements (e.g., chest, waist, hips)? 
9 
8 
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7 
6 
5 
4 
3 
2 
1 
0 
 
SISE 
Q21 
 
Please choose the number that best fits your response to the following statement. Use the following scale: 
 
Not very true of me 1 ----2 ----3 ----4 ----5 ----6 ----7 Very true of me. 
Q20 
 
I have high self-esteem. 
1: Not very true of me 
2 
3 
4 
5 
6 
7: Very true of me. 
 
PCS-YSR- mother 
Q22 
 
Please choose the best response to the following statements about your mother. 
Q23 
 
My mother is always trying to change how I feel or think about things. 
Not like her. 
Somewhat like her. 
A lot like her. 
Q31 
 
My mother changes the subject whenever I have something to say. 
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Not like her. 
Somewhat like her. 
A lot like her. 
Q32 
 
My mother often interrupts me. 
Not like her. 
Somewhat like her. 
A lot like her. 
Q33 
 
My mother blames me for other family members' problems. 
Not like her. 
Somewhat like her. 
A lot like her. 
Q34 
 
My mother brings up past mistakes when she criticizes me. 
Not like her. 
Somewhat like her. 
A lot like her. 
Q35 
 
My mother is less friendly with me if I do not see things her way. 
Not like her. 
Somewhat like her. 
A lot like her. 
Q36 
 
My mother will avoid looking at me when I have disappointed her. 
Not like her. 
Somewhat like her. 
A lot like her. 
Q37 
 
If I have hurt her feelings, my mother stops talking to me until I please her again. 
Not like her. 
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Somewhat like her. 
A lot like her. 
 
PCS-YRS- father 
Q38 
 
Please choose the best response to the following statements about your father. 
Q39 
 
My father is always trying to change how I feel or think about things. 
Not like him. 
Somewhat like him. 
A lot like him. 
Q40 
 
My father changes the subject whenever I have something to say. 
Not like him. 
Somewhat like him. 
A lot like him. 
Q41 
 
My father often interrupts me. 
Not like him. 
Somewhat like him. 
A lot like him. 
Q42 
 
My father blames me for other family members' problems. 
Not like him. 
Somewhat like him. 
A lot like him. 
Q43 
 
My father brings up past mistakes when he criticizes me. 
Not like him. 
Somewhat like him. 
A lot like him. 
Q44 
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My father is less friendly with me if I do not see things his way. 
Not like him. 
Somewhat like him. 
A lot like him. 
Q45 
 
My father will avoid looking at me when I have disappointed him. 
Not like him. 
Somewhat like him. 
A lot like him. 
Q46 
 
If I have hurt his feelings, my father stops talking to me until I please him again. 
Not like him. 
Somewhat like him. 
A lot like him. 
 
TST- Pre-experiment 
Q47 
 
Please complete the following 10 statements about yourself. Each statement begins with the phrase "I am." 
Q48 
 
1. I am... 
 
Q49 
 
2. I am... 
 
Q50 
 
3. I am... 
 
Q51 
 
4. I am... 
 
Q52 
 
5. I am... 
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Q53 
 
6. I am... 
 
Q54 
 
7. I am... 
 
Q55 
 
8. I am... 
 
Q56 
 
9. I am... 
 
Q57 
 
10. I am... 
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RA MANUAL APPENDIX G 
 
 
Participant ID # 
Q13 
 
Please enter your Participant ID # 
*If you have forgotten your number, please ask the researcher. 
 
TST- Post-experiment 
Q2 
 
Please complete the following 10 statements about yourself. Each statement begins with the phrase "I am." 
Q4 
 
1. I am... 
 
Q6 
 
2. I am... 
 
Q8 
 
3. I am... 
 
Q10 
 
4. I am... 
 
Q12 
 
5. I am... 
 
Q14 
 
6. I am... 
 
Q16 
 
7. I am... 
 
Q18 
 
8. I am... 
177 
 
 
Q20 
 
9. I am... 
 
Q22 
 
10. I am... 
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RA MANUAL APPENDIX H 
Stroop Test 
Sources: Lovell, Williams & Hill (1997) Black, Wilson, Labouvie, & Heffernan (1997), Ben-
Tovim, Walker, Fok, & Yap (1998) 
Procedure: The stroop test involves color naming of words on cards. The researchers 
will measure the amount of time it takes to color-identify sets of words. 
Participants will get a practice set of strings of x’s in different colors (4 rows of 10 
strings) and then complete 5 sets of 100 words. 
The following sets of words will be used (in addition to a baseline test where strings of 
x’s in different colors will be used): 
Cards and Words: 
Food card: Carbohydrate, sugar, feeding, feast, chips, potato, dinnertime, mouthful, 
pizza, snack 
Music card (matched with food card): Sing, instruments, musicals, drums, solos, 
metronome, pianists, tuba, symphonies, quintet 
Body card: Chubby, weighing, hips, stomach, thighs, calories, plump, fatty, fattening, 
slim 
Travel card (matched with body card): Travellers, inn, pilgrimage, caravan, distant, 
passport, airports, cruising, journey, postcard 
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RA MANUAL APPENDIX I 
 
Participant ID # 
Q2 
 
Please enter your Participant ID # 
*If you have forgotten your number, please ask the researcher. 
 
 
Purpose of Study 
Q67 
 
In your own words, describe what this present study is about. 
 
 
EAT-26 
Q8 
 
Check a response for each of the following statements. 
Q9 
 
Am terrified about being overweight. 
Always 
Usually 
Often 
Sometimes 
Rarely 
Never 
Q18 
 
Avoid eating when I am hungry. 
Always 
Usually 
Often 
Sometimes 
Rarely 
Never 
Q19 
 
Find myself preoccupied with food. 
Always 
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Usually 
Often 
Sometimes 
Rarely 
Never 
Q20 
 
Have gone on eating binges where I feel that I may not be able to stop. 
Always 
Usually 
Often 
Sometimes 
Rarely 
Never 
Q21 
 
Cut my food into small pieces. 
Always 
Usually 
Often 
Sometimes 
Rarely 
Never 
Q22 
 
Aware of the calorie content of foods I eat. 
Always 
Usually 
Often 
Sometimes 
Rarely 
Never 
Q23 
 
Particularly avoid food with high carbohydrate content (i.e. bread, rice, potatoes, etc.) 
Always 
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Usually 
Often 
Sometimes 
Rarely 
Never 
Q24 
 
Feel that others would prefer I  ate more. 
Always 
Usually 
Often 
Sometimes 
Rarely 
Never 
Q25 
 
Vomit after I have eaten. 
Always 
Usually 
Often 
Sometimes 
Rarely 
Never 
Q26 
 
Feel extremely guilty after eating. 
Always 
Usually 
Often 
Sometimes 
Rarely 
Never 
Q27 
 
Am preoccupied with a desire to be thinner. 
Always 
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Usually 
Often 
Sometimes 
Rarely 
Never 
Q28 
 
Think about burning up calories when I exercise. 
Always 
Usually 
Often 
Sometimes 
Rarely 
Never 
Q29 
 
Other people think that I am too thin. 
Always 
Usually 
Often 
Sometimes 
Rarely 
Never 
Q30 
 
Am preoccupied with the thought of having fat on my body. 
Always 
Usually 
Often 
Sometimes 
Rarely 
Never 
Q31 
 
Take longer than others to eat my meals. 
Always 
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Usually 
Often 
Sometimes 
Rarely 
Never 
Q32 
 
Avoid foods with sugar in them. 
Always 
Usually 
Often 
Sometimes 
Rarely 
Never 
Q33 
 
Eat diet foods. 
Always 
Usually 
Often 
Sometimes 
Rarely 
Never 
Q34 
 
Feel that food controls my life. 
Always 
Usually 
Often 
Sometimes 
Rarely 
Never 
Q35 
 
Display self-control around food. 
Always 
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Usually 
Often 
Sometimes 
Rarely 
Never 
Q36 
 
Feel that others pressure me to eat. 
Always 
Usually 
Often 
Sometimes 
Rarely 
Never 
Q37 
 
Give too much time and thought to food. 
Always 
Usually 
Often 
Sometimes 
Rarely 
Never 
Q38 
 
Feel uncomfortable after eating sweets. 
Always 
Usually 
Often 
Sometimes 
Rarely 
Never 
Q39 
 
Engage in dieting behavior. 
Always 
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Usually 
Often 
Sometimes 
Rarely 
Never 
Q40 
 
Like my stomach to be empty. 
Always 
Usually 
Often 
Sometimes 
Rarely 
Never 
Q41 
 
Have the impulse to vomit after meals. 
Always 
Usually 
Often 
Sometimes 
Rarely 
Never 
Q42 
 
Enjoy trying new rich foods. 
Always 
Usually 
Often 
Sometimes 
Rarely 
Never 
 
EAT-26 behavioral questions 
Q43 
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Please answer the following questions about the past 6 months. 
Q44 
 
In the past 6 months, have you gone on eating binges where you feel that you may not be able to stop? 
 
*Defined as eating much more than most people would under the same circumstances and feeling that eating is out 
of control. 
Never 
Once a month or less 
2-3 times a month 
Once a week 
2-6 times a week 
Once a day or more 
Q45 
 
In the past 6 months, have you ever made yourself sick (vomited) to control your weight or shape? 
Never 
Once a month or less 
2-3 times a month 
Once a week 
2-6 times a week 
Once a day or more 
Q46 
 
In the past 6 months, have you ever used laxatives, diet pills or diuretics (water pills) to control your weight or 
shape? 
Never 
Once a month or less 
2-3 times a month 
Once a week 
2-6 times a week 
Once a day or more 
Q47 
 
In the past 6 months, have you exercised more than 60 minutes a day to lose or to control your weight? 
Never 
Once a month or less 
2-3 times a month 
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Once a week 
2-6 times a week 
Once a day or more 
Q48 
 
In the past 6 months, have you lost 20 pounds or more? 
Yes 
No 
 
BSQ 
Q49 
 
Take a minute to stop and visualize in your minds eye what you look like from head to toe. Most people have at 
least some dissatisfaction with their body and wouldn't mind changing some things if they could. 
 
STEP 1: For each of the following body parts, please indicate whether or not you would like to change that 
part of your body. Indicate this by choosing yes or no. 
Q50 
 
Complexion- desire for change? 
Yes 
No 
Q51 
 
Ears- desire for change? 
Yes 
No 
Q52 
 
Profile- desire for change? 
Yes 
No 
Q53 
 
Weight- desire for change? 
Yes 
No 
Q54 
 
Eyes- desire for change? 
Yes 
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No 
Q55 
 
Height- desire for change? 
Yes 
No 
Q56 
 
Ankles- desire for change? 
Yes 
No 
Q57 
 
Waist- desire for change? 
Yes 
No 
Q58 
 
STEP 2: Indicate how strong your desire for change is. Intensity rating from 1 (very mild) to 9 (very 
intense). 
Q59 
 
Complexion- intensity for desire for change. 
1 (very mild) 
2 
3 
4 
5 (moderate) 
6 
7 
8 
9 (very intense) 
Q60 
 
Ears- intensity for desire for change. 
1 (very mild) 
2 
3 
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4 
5 (moderate) 
6 
7 
8 
9 (very intense) 
Q61 
 
Profile- intensity for desire for change. 
1 (very mild) 
2 
3 
4 
5 (moderate) 
6 
7 
8 
9 (very intense) 
Q62 
 
Weight- intensity for desire for change. 
1 (very mild) 
2 
3 
4 
5 (moderate) 
6 
7 
8 
9 (very intense) 
Q63 
 
Eyes- intensity for desire for change. 
1 (very mild) 
2 
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3 
4 
5 (moderate) 
6 
7 
8 
9 (very intense) 
Q64 
 
Height- intensity for desire for change. 
1 (very mild) 
2 
3 
4 
5 (moderate) 
6 
7 
8 
9 (very intense) 
Q65 
 
Ankles- intensity for desire for change. 
1 (very mild) 
2 
3 
4 
5 (moderate) 
6 
7 
8 
9 (very intense) 
Q66 
 
Waist- intensity for desire for change. 
1 (very mild) 
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2 
3 
4 
5 (moderate) 
6 
7 
8 
9 (very intense) 
Q67 
 
STEP 3: Indicate how often you think about changing that part of your body. Frequency rating ranges from 
1 (seldom) to 9 (very often). 
Q60 
 
Complexion- how often you think about changing that part of your body. 
1 (seldom) 
2 
3 
4 
5 (occasionally) 
6 
7 
8 
9 (very often) 
Q61 
 
Ears- how often you think about changing that part of your body. 
1 (seldom) 
2 
3 
4 
5 (occasionally) 
6 
7 
8 
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9 (very often) 
Q62 
 
Profile- how often you think about changing that part of your body. 
1 (seldom) 
2 
3 
4 
5 (occasionally) 
6 
7 
8 
9 (very often) 
Q63 
 
Weight- how often you think about changing that part of your body. 
1 (seldom) 
2 
3 
4 
5 (occasionally) 
6 
7 
8 
9 (very often) 
Q64 
 
Eyes- how often you think about changing that part of your body. 
1 (seldom) 
2 
3 
4 
5 (occasionally) 
6 
7 
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8 
9 (very often) 
Q65 
 
Height- how often you think about changing that part of your body. 
1 (seldom) 
2 
3 
4 
5 (occasionally) 
6 
7 
8 
9 (very often) 
Q66 
 
Ankles- how often you think about changing that part of your body. 
1 (seldom) 
2 
3 
4 
5 (occasionally) 
6 
7 
8 
9 (very often) 
Q67 
 
Waist- how often you think about changing that part of your body. 
1 (seldom) 
2 
3 
4 
5 (occasionally) 
6 
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7 
8 
9 (very often) 
 
Open-ended Questions 
Q3 
 
Please type in your answers to the following questions. 
Q4 
 
What was it like to participate in this research study? 
 
Q5 
 
From your perspective as a woman, what was it like to view the advertisement 
images? 
 
Q6 
 
Do you feel your racial identity influenced your experience of the advertisement 
images? Please explain. 
 
Q7 
 
Do you feel your ethnic identity influenced your experience of the advertisement 
images? Please explain. 
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RA MANUAL APPENDIX J 
   DECEPTION ANNOUCEMENT   
In order to protect the validity of the study, we had to keep the true purpose of the research 
from you until you were finished. The true purpose of the present study is to see if family and 
relational factors protect women from sexually objectifying messages in the media. Some 
participants see images of women modeling clothing while others see just advertisements for 
products. We wanted to see the differences between these groups. From past research studies, 
we know that some women may feel body shame or body preoccupation as a result of this focus 
in the media. Our hypothesis is that strong relationships may help women to better manage the 
influences of these types of media messages. 
If you have any questions, we would be happy to answer them and please feel free to contact the 
researcher at any time (Jody Russon, jmr439@drexel.edu, 267-388-1095) 
PLEASE DO NOT SHARE THE TRUE PURPOSE OF THE STUDY SHOULD YOUR FRIENDS 
AND COLLEAGUES CHOOSE TO PARTICIPATE!!!!!!! 
                 Below are some resources for counseling services if you are interested: 
-Drexel University Couples and Family Therapy Clinic: 215-571-3409 (3020 Market Street) 
-Women’s Therapy Center: 215-567-1111 (1315 Walnut Street # 1004) 
-Counsel for Relationships: 215-575-9140 (1880 JFK Blvd. Suite 1810) 
-Drexel University Counseling Center: 215-895-1415 (3210 Chestnut St, Creese Student Center, 
Suite 201) 
Below is some information about women, society, objectification and the perpetuation of the 
thin ideal: 
-Killing us Softly:  Jean Kilbourne 
 Introductory youtube video: https://www.youtube.com/watch?v=PTlmho_RovY 
 
-Fredrickson, B. L., & Roberts, T. (1997). Objectification theory: Toward understanding women's  
lived experiences and mental health risks. Psychology of Women Quarterly, 21(2), 173- 
206. doi:10.1111/j.1471-6402.1997.tb00108.x 
 
-Halliwell, E., Malson, H., & Tischner, I. (2011). Are contemporary media images which seem to 
display women as sexually empowered actually harmful to women? Psychology of Women 
Quarterly, 35(1), 38-45. doi: 10.1177/0361684310385217 
 
I, ________________________________________ (print name) understand that 
deception techniques were used in the study entitled, Biopsychosocial Influences on Attitudes 
towards Advertising and Self-perceptions.” I understand that the true purpose of the student was 
to examine potential effects of objectifying media and how these effects may be buffered by 
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strong social and family relationships. I have had all my questions answered and have not 
experienced any harm as a result of the study and deception process. 
______________________________________                                     _________________ 
                     Participant Signature                                                                               Date 
___________________________________                                            _________________ 
Study Coordinator/Research Assistant Signature                                                    Date 
The Institutional Review Board (IRB) at Drexel University has reviewed and approved this study.  The IRB looks at research studies 
like these and makes sure your rights and welfare are protected. You can talk to a person from this group if you have questions about 
your rights as someone taking part in a research study. You can call the IRB Office at (215) 255-7857 if you have questions or 
complaints about the study. 
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RA MANUAL APPENDIX K 
 
Study Participation Documentation: 
 
I______________________________ (print name) participated in the study entitled, 
Biopsychosocial Influences on Attitudes toward Advertising and Self-perceptions, at 
the Center for Family Intervention Science (Drexel University) and have received my 
compensation. 
Choose one of the following as compensation for participation in the present study: 
Extra credit (Sona system)                Or                      $20.00 
*This statement can be used as documentation for extra credit or documentation for 
your $20.00 payment. 
______________________________________                                     ________________ 
                     Participant Signature                                                                            Date 
______________________________________                                     ________________ 
Study Coordinator/Research Assistant Signature                                                 Date 
If you have any questions or concerns, please contact Jody Russon, MA (jmr439@drexel.edu; 
267-388-1095)  
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RA MANUAL APPENDIX L 
 
Height and Weight form 
PARTICIPANT ID 
#_______________________________ 
Height and Weight 
Weight: ____________________________ lbs 
Height: _____________________________ inches 
 
 
-------------------------------------------------------------------------------------------------------------------------------- 
Stroop Test form 
PARTICIPANT ID 
#_______________________________ 
SET 
ORDER_______________________________ 
-------------------------------------------------------------------------------------------------------------------------------- 
ALWAYS FIRST 
Baseline set: ___________________________ seconds 
Mistakes WITHOUT corrections____________ 
Mistakes WITH corrections__________ 
-------------------------------------------------------------------------------------------------------------------------------- 
FIRST SET; SET #________________________ 
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First set time: ___________________________ seconds 
Mistakes WITHOUT corrections____________ 
Mistakes WITH corrections__________ 
--------------------------------------------------------------------------------------------------------------------------------
SECOND SET; SET #________________________ 
Second set time: ___________________________ seconds 
Mistakes WITHOUT corrections____________ 
Mistakes WITH corrections__________ 
--------------------------------------------------------------------------------------------------------------------------------
THIRD SET; SET #________________________ 
Third set time: ___________________________ seconds 
Mistakes WITHOUT corrections____________ 
Mistakes WITH corrections__________ 
-------------------------------------------------------------------------------------------------------------------------------- 
FOURTH SET; SET #________________________ 
Fourth set time: ___________________________ seconds 
Mistakes WITHOUT corrections____________ 
Mistakes WITH corrections__________ 
 ------------------------------------------------------------------------------------------------------------  
Note to File form 
 
PARTICIPANT ID 
#_______________________________ 
NOTE TO FILE form 
Directions: Please note if anything out of the ordinary occurred during any of these activities 
in the lab session. 
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-------------------------------------------------------------------------------------------------------------------------------- 
Consent 
 
-------------------------------------------------------------------------------------------------------------------------------- 
Pre-experimental Assessment  
 
-------------------------------------------------------------------------------------------------------------------------------- 
Physiological Measurement and Advertisement Presentation 
*Note if there was any sneezing, yawning, movement during the 8 minute data collection 
period. NOTE TIMES WHEN THIS OCCURRED!  
 
-------------------------------------------------------------------------------------------------------------------------------- 
Post-experimental Assessment 
 
-------------------------------------------------------------------------------------------------------------------------------- 
Stroop Test 
 
-------------------------------------------------------------------------------------------------------------------------------- 
Final Assessment 
 
-------------------------------------------------------------------------------------------------------------------------------- 
Debriefing and Payment/Participation forms 
*Make sure to note if participants were upset or concerned about the deception procedures 
involved in the study 
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RA MANUAL APPENDIX M 
 
RESEARCH ASSISTANT PROTOCOL “CHEAT SHEETS”  
Screening Process Cheat Sheet 
1. Online screen 
a. Send qualtrics link (subject: “attitudes toward advertising survey link”) 
and screening ID (subject: “information for attitudes toward advertising 
survey”) in separate emails 
i. The survey ID should be the only item in the email besides your 
signature  
b. Log out of Drexel One 
c. Inform Jody that link is sent/give update 
2. In-Person screen 
a. On computer: email link or let them use our computer with qualtrics open 
i. No consent necessary as they will read on qualtrics 
b. On paper: provide assessment packet 
i. Consent must be completed (have them sign their name under the 
date) 
c. Give resources handout 
d. Determine eligibility in-person (if possible) and schedule lab session. 
Always use a new eligibility form. 
e. Always say thank you and inform Jody immediately if participant is at risk 
(BDI over 31 AND/OR number 9 is anything but 0) 
f. Give Jody update 
3. Calling for screen: KEEP TONE SUPPORTIVE AND PROFESSIONAL 
a. Open qualtrics or have paper packet in front of you 
b. Go through paper copy of consent with participant (JUST THE MAIN 
SECTIONS) and sign 
c. Ask if they can hold on while you determine eligibility and then try to 
schedule 
d. Say thank you and tell them that you are prepared to give out counseling 
resources if they have experienced any distress. 
e. Always say thank you and inform Jody immediately if participant is at risk 
(BDI over 31 AND/OR number 9 is anything but 0) 
f. Give Jody update 
4. Scripts after screens 
a. Email (subject: “Attitudes toward advertising study update”) 
i. Eligible: “Hello, you are eligible for the study: Biopsychosocial 
influences on attitudes toward advertising and self-perceptions. 
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Lab sessions are held at 3020 Market st. suite 510 and will be 
approximately one hour in length. Let us know when you are 
available to come in for your lab session as soon as possible. 
Please contact us if you have any questions or concerns at all. You 
can reach the researcher at 267-388-1095 or via email at 
jmr439@drexel.edu.” 
ii. Ineligible: “Hello, thank you for your interest in the study entitled, 
Biopsychosocial influences on attitudes toward advertising and 
self-perceptions. At this time, you are not eligible to participate in 
this research project. Please contact us if you have any questions or 
concerns at all. You can reach the researcher at 267-388-1095 or 
via email at jmr439@drexel.edu.” 
b. In-person/on phone 
i. Eligible: GET THEM SCHEDULED ASAP. Tell participant that 
1) They can come to 3020 Market St. (across from 30th street 
station); 2) Data collection is being held at the Center for Family 
Intervention Science on the 5th floor, suite 510; 3) Please ring the 
doorbell to be let in; 4) Lab sessions will last about an hour and 
please arrive 5 minutes early for the consenting process; 5) Please 
contact us if you have any questions or concerns at all. You can 
reach the researcher at 267-388-1095 or via email at 
jmr439@drexel.edu. 
ii. Ineligible: Say the following: “Thank you for your interest in the 
study. It looks like you are not eligible to participate in this 
research project. Please contact us if you have any questions or 
concerns at all. You can reach the researcher at 267-388-1095 or 
via email at jmr439@drexel.edu.” 
5. Scheduling screens: use google calendar and keep it updated. 
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Lab Session Cheat Sheet 
1. Preparation 
a. Know room, ID number, experimental or control images, order of stroop 
b. Test stop watch and make folder with consent, height and weight, stroop, 
debriefing, receipt of payment, note to file and money 
c. Room: wheel in cart, plug in lap top, arrange stroop cards, open qualtrics 
to PRE-EXPERIMENTAL, sound machine, lamp, chairs and table set up, 
door sign 
2. Greeting and pre-experimental assessments 
a. “Hi, I’m ___________. Are you here for the attitudes toward advertising 
study?” 
b. Consent 
c. Height and weight 
d. PRE-EXPERIMENTAL MEASURES (while they are doing this, set up 
Biograph computer and image laptop). 
i. Biograph set up: load favorite screen (“Jody”), “start new” session, 
“add client,” example ID: 023_SO, example first name: 023, start 
session, turn on Procomp, DO NOT PRESS START YET! 
3. Images and physiological data collection 
a. Turn on lamp and turn off overhead light 
b. Say the following: “In this next part, you will have stay in a seated 
position for about 10 minutes and then stay very still for about 8 minutes 
after that. Right now, while I am connecting the physiological measures, 
you can move a bit as long as you stay in a seated position. Before we 
press the start button to record baseline and experimental data, I will let 
you know and you will need to stay still and look directly at the screen, 
which will be blank. After about another three minutes, the two and a half 
minute advertisement image presentation will come up on the screen. 
After the image presentation is over, I am asking that you remain still for 
another two minutes. Although it is important that you stay still 
throughout the eight minute segment, during the minutes before and after 
the image presentations, it is extremely important that you stay still and 
relaxed- avoid yawning, sneezing, etc. I will be sitting in the room and, 
following the two minutes after the image presentation, will disconnect 
you from the physiological measures. When the advertisement images 
come on, focus on the images of the products [FOR EXPERIMENTAL 
CONDITION ONLY: look up and add casually: ‘the clothing, or shoes or 
whatever it is’], and not on the wording. Again, once I let you know when 
it’s time, it is important that you stay completely still, focus on breathing 
regularly and look only at the screen. It is especially important that you do 
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not move your hands or the wires connecting you to the computer. Also, 
do not squeeze the devices between your fingers or add any additional 
pressure. Overall, just relax your hands and do not move them. Do you 
need to use the restroom, get a drink, or move around before we get 
started?” 
c. Start stop watch for 10 minutes 
d. Set up images 
i. Assess computer power, minimize qualtrics, choose C or E, close 
side bar pictures, put cursor on “from the beginning,” BUT DO 
NOT PRESS YET.  
ii. Place computer in front of participant and tell them not to touch it. 
e. Setting up physio measures 
i. Respiratory strap: above zyphoid process, taught but not tight in all 
stages of breathing, rubber portion should be slightly to the left 
(participant’s left) of the center of the chest. 
ii. Pulse ox: clean left index finger and dry, place square window in 
center of finger pad, slide Velcro overtop (not too tight, but held in 
place)  
iii. Electrodes: clean right index and middle fingers and dry, thin layer 
of conductive gel on each (rub in), strap electrodes on snugly, not 
too tight, metal circles should be centered and touching finger 
pads. 
iv. Guide participant in how to be comfortable 
f. After 8 minutes (out of 10) have passed, say the following: “So now, we 
are about two minutes away from collecting baseline data and beginning 
the experiment. When I press record, the devices will feel exactly as they 
do now. Now is the time that I need to you stay as still as possible, relax, 
and focus on breathing normally. Please look at the screen at all times 
from now until two minutes after the advertisement presentation, about 8 
minutes total. Since you can’t move for about 8 more minutes, make sure 
you are comfortable now. About three minutes after I start recording the 
physiological data, the image presentation will begin on the screen- Just 
note that the screen will remain blank before the images actually come on. 
I will keep record of the time on my stop watch and will disconnect you 
from the computer after the 8 minutes is up. Do not move or take your 
eyes from the screen until I tell you that we are done.  You can move 
and talk again after that. Make sure to focus on the screen at all times. You 
can go ahead and begin looking at the screen, staying still, relaxing and 
breathing normally and evenly. I will set up a few more devices on the 
cart now and tell you when the 8 minutes have started.” 
205 
 
g. Once 10 minutes are up, make sure participant looks comfortable and 
ready, then set watch for 8 minutes. Tell participant “Keep doing what 
you are doing, just know that we are about ready to start the 8 minutes” 
PRESS START ON CELL PHONE STOPWATCH, RECORD ON 
BIOGRAPH, and START ON POWERPOINT ALL AT THE SAME 
TIME! 
h. At 20 second mark, get base line skin conductance for 10 seconds 
i. By 1 minute, you should be seated and not moving. Listen for protocol 
breaks and jot down times if there are any. 
j. After 8 minutes, IMMEDIATELY press stop on biograph, say “Okay, you 
can move now”  
k. Save biograph data- description should be the same as the ID (i.e. 
001_SO). 
l. Wrap up physiological data collection session 
i. Turn off lamp and overhead light back on 
ii. Take off physio measures- tell participants they can go to the 
bathroom or get a drink before the next part 
iii. Wipe down ONLY electrodes with alcohol, return all items to the 
cart 
iv. Biograph: file, exit, turn off procomp, shut down computer. 
4. Post-experimental assessment and stroop 
a. On PowerPoint laptop, quit PowerPoint and pull up POST-
EXPERIMETNAL qualtrics for participant to do next. 
b. Make sure practice card, baseline card and cards 1-4 are in the correct 
order, face down on table. 
c. When ready for the stroop, tell participant the following while turning 
over the PRACTICE CARD: “For this next part, we want you to try to 
ignore the words on the cards and to name the colors in which they are 
printed. Try to do this as fast as possible while remaining accurate. Start 
with the top row and read each row from left to right. Immediately correct 
any errors and continue without stopping. The card will be placed on the 
table in front of you just like this. Although you can’t point at each word 
segment, you can move your thumb down the end of the columns to keep 
track [SHOW THEM WHAT YOU MEAN]. Say ‘Done’ and look up 
when you are finished.” 
d. Do practice round, prepare stroop form, get stop watch ready. Tell 
participant: “Okay, so now we are going to begin the timed test. I will 
record how long it takes you with a stopwatch. There are 5 cards total and 
I will give you 15 seconds break between each card. Are you ready?” 
e. Stroop recording process  
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i. Flip over the first card while pressing start on your stop watch at 
the same time, Watch them go through the set and keep track of: 1) 
How many mistakes they make without corrections 2) How many 
mistakes they make with corrections (do this with tally system) 
ii. When done, record the time, stop the watch, and immediately start 
recording the 15 seconds 
iii. During the 15 seconds write down the amount of each type of error 
on the form. 
iv. Immediately after the 15 seconds is up, restart time while flipping 
the next card over. Repeat process for rest of cards. 
a. Repeat process until all 5 card times have been recorded. 
5. Final Assessment and wrap up 
a. Pull up FINAL ASSESSMENT- let them know they are almost done 
b. Break down study materials: put lamp on cart, turn off sound machine, 
biograph lap top closed, all items in appropriate places on cart, put cart 
back (While you are out of the room putting the cart back, log on to 
another computer to check to make sure all qualtrics assessments are 
complete and final assessment is “in progress”) 
c. Get the following documents/items ready: deception form, consent, 
payment envelope, receipt of payment. 
d. Debrief and get it signed (KEEP TRUE PURPOSE OF STUDY A 
SECRET) 
e. $20.00 or extra credit (only Sona classes) and sign receipt/participation 
form 
f. Make copies of consent, debriefing form and receipt/participation form 
(give copies to participant). 
g. BIG THANK YOU!- walk participant to door. 
h. Fill out note to file form (if necessary), paper clip all forms together and 
put in “New Lab Sessions” folder in locked drawer. The forms included 
should be: signed consent, height and weight, stroop form, signed 
debriefing form, signed receipt of payment/participation and, if needed, 
note to file form). 
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APPENDIX IV 
 
 
 
CRISIS PROTOCOL 
I. Purpose:  
Given that the BDI-II (Beck Depression Inventory) is conducted as a screen for 
depression, a crisis manual was created to provide a protocol for situations where 
participants report suicidal intent or plan. This manual includes information on crisis 
procedures and includes a new measure for those who report a two or three on number 
nine of the BDI-II (suicidal thoughts or wishes). The new measure is the C-SSRS 
(Columbia Suicide Severity Rating Scale). Inclusion of the crisis manual is noted in the 
HRP 503. 
 
*NOTE: As the sample involves student and community participants, moderate-extreme 
depression and risk for suicide are expected to be seen infrequently in the screening 
process. 
 
Research assistants will immediately inform the researcher if, according to screening 
survey results, a participant reports moderate, severe or extreme depression; and/or if a 
participant reports a one, two, or three on number 9 of the BDI-II. The PI will be 
informed (and a consultation will occur) when a three, four, and/or five is reported on the 
C-SSRS. 
 
II. Providing Mental Health Referrals: 
1. When a) moderate, severe or extreme depression is reported (as evidenced by a 
score of 21 or higher on the BDI-II) AND/OR b) a number one is reported on 
number nine (suicidal thoughts or wishes) of the BDI-II.   
  
2. Process: The researcher or research assistant will provide referrals for mental 
health counseling (see resources message- already approved by Drexel IRB and 
displayed at the end of the screening assessment on Qualtrics) 
 
a. Screening by email: The referrals automatically show up at the end of the 
online survey; however, when the researcher/research assistant calls or 
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emails to schedule a lab session (or inform about ineligibility), the 
following will be stated or written in addition to the information that is 
usually provided after screens (see initial IRB submission): 
 
“While reviewing your survey submission, we noticed that some of your 
responses indicate that you may be experiencing some depressive 
symptoms. Because of this, we would like to provide you with information 
about counseling services should you be interested in setting up an 
appointment” 
 
RESOURCE INFORMATION WILL BE INCLUDED HERE (or stated 
out loud over the phone) 
 
If you are interested in receiving mental health counseling and are unable 
to receive services at any of these locations, please contact Jody Russon 
(Jmr439@drexel.edu; 267-388-1095). 
 
****Note: For Non-Drexel students and Non-student participants, 
Information about the Drexel University Counseling Center will not be 
included in the referral list, as this resource is only available to Drexel 
students.  
 
b. Screening in person: If eligibility is discussed in person, the 
researcher/research assistant will say the script above and also provide the 
participant with a resource handout (included in amendment 3 and already 
approved in amendment 2 as a message following the online screening 
survey). If the researcher/research assistant follows up on in-person 
screening results via email or by phone, see a (above) and c (below). 
 
c. Screening by phone: The script above will be stated over the phone when 
the researcher/research assistant calls to discuss eligibility. 
 
III. Conducting the C-SSRS to Assess Risk 
1. The C-SSRS is conducted when a number two or three is reported on number nine 
(suicidal thoughts or wishes) of the BDI-II. Only the researcher will be 
conducting C-SSRS assessments with participants (research assistants will not be 
conducting these assessments, though they may email the participant to receive a 
phone number- see below). 
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2. Process: The researcher will conduct the C-SSRS with the participant to 
determine suicide risk severity and provide referrals for mental health counseling 
(see resources message- already approved by Drexel IRB and displayed at the end 
of the screening assessment on Qualtrics).  
 
-If the participant does not endorse any items on the C-SSRS, the researcher will 
provide mental health referral information again verbally and will let the 
participant know that she can call back if she cannot receive services at the sites 
provided. In those instances, the researcher will provide additional mental health 
referrals in the participant’s area. 
 
-If the participant endorses a 1 and/or 2 on the C-SSRS, mental health referral 
information will be provided verbally and the researcher will emphasize the 
immediacy of seeking care given assessment results. The researcher will let the 
participant know that she can call back if she cannot receive services at the sites 
provided. In those instances, the researcher will provide additional mental health 
referrals in the participant’s area.  
 
-If the participant endorses a 3 on the C-SSRS, mental health referral information 
will be provided verbally and the researcher will emphasize the immediacy of 
seeking care given assessment results. The researcher will let the participant know 
that she can call back if she cannot receive services at the sites provided. In those 
instances, the researcher will provide additional mental health referrals in the 
participant’s area. The PI will be notified and a consultation will occur after the 
phone call (see note about PI consultation- Guy Diamond at end of manual). 
 
-If the participant endorses number 4 and/or 5 on the C-SSRS then, emergency 
support will be requested by calling the following contacts (in order). The 
researcher will keep the participant on the line until support is contacted (on 
another phone). The researcher can also offer to stay on the line while the 
participant calls one of the numbers below. The PI will be notified and a 
consultation will occur after the phone call. 
 
 
*For Drexel Students: 
FOR MENTAL HEALTH EMERGENCIES 
(Drexel students only) 
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• Counseling Center (University City): 
215.895.1415 
 
• Counseling Center (Center City): 
215.762.7625 
 
• After-Hours Emergency On-Call: 
215.416.3337 
 
• Public Safety: 
215.895.2222 
 
• Or dial 911 
 
    *For Non-Drexel students and Non-Student participants: 
  
Philadelphia Crisis Intervention Hotline……………. ……215-686-4420 
 
Or 911 
 
a. Screening by email: Once the BDI-II is scored from the online assessment 
and the researcher or research assistant sees that a number 2 or 3 is 
reported, the participant will be emailed back with the resource message 
(see above) in addition to the message below written at the top of the 
email: 
 
“We would like to contact you with regard to your survey results, please 
let us know a good phone number to reach you” 
 
-The researcher or research assistant will call the participant within 24 
hours of receiving their phone number. The C-SSRS will be conducted 
over the phone. 
 
The researcher or research assistant will send an email to request a phone 
number three times. If the emails go unanswered the PI will be notified 
and a consultation will occur. 
 
b. Screening in person: If eligibility is discussed in person, the researcher 
will find a confidential space to conduct the C-SSRS and follow the same 
procedures in person. The researcher will stay present until any crisis 
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services arrive or will walk the participant to the appropriate location (if 
participant is a Drexel student on campus). If the researcher follows up on 
in-person screening results via email or by phone, see a (above) and c 
(below). 
 
*NOTE: If a research assistant is conducting screens in-person and a two or 
three is reported on number nine, she will say the following (after providing 
referrals according to protocol): 
 
“We would like to contact you with regard to your survey results, please 
let us know a good phone number to reach you”  
 
Once the phone number is given, the research assistant will inform the 
participant that the researcher will call within 24 hours. 
 
c. Screening by phone: If eligibility is communicated over the phone, the 
researcher will conduct the C-SSRS then (see a above) 
 
*NOTE: If participants are reporting a two or a three on number nine of the 
BDI-II, the researcher will be the one to call the participant back (in place of 
an RA), in case the C-SSRS needs to be conducted. 
 
*PI- Guy Diamond: Dr. Diamond is a licensed clinical psychologist and has been 
conducting depression and suicide research for over 15 years. He is able to provide 
consultation for the researcher when she assists participants who report suicidal ideation 
and are at risk. 
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APPENDIX V 
 
 
UPDATED SCREENING ELIGIBILITY FORM 
Updated Screening form for determining eligibility- 10/5/14 
 
SCREENING ID #:________________________  
Inclusion criteria (write “YES” in blanks when inclusion criteria is met) 
 
A. Woman? ___________ (must identify as a woman to participate) 
 
B. Heterosexual? __________(must identify as heterosexual to participate) *If identify as heterosexual AND one of the other choices consult with researcher 
 
C. BMI must be between 18.5 and 29.9- “normal and overweight” (self-report)? 
___________  
*Use calculator at this link with participant reported height and weight: http://www.cdc.gov/healthyweight/assessing/bmi/adult_bmi/english_bmi_calculator/bmi_calculator.html 
 
D. 18-35 years old? ____________ (must be between 18 and 35 years of age to 
participate)  
E. ECR-RS 
 
*scoring instructions: strongly disagree  1  2  3  4  5  6  7  strongly agree 
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 Scoring: Avoidance *score attachment avoidance by averaging items 1-6, while reverse scoring 1,2,3, and 4  1= _______; Reverse score = ________  2=________; Reverse score= ________  3=________; Reverse score= ________  4=________; Reverse score= ________  5=________  6=________  TOTAL WITH 1-4 Reversed: ______________/6 = _________________                                                                                       Avoidance Score  
 
 
Is avoidance score 3.38 or higher OR 2.90 or lower?- CIRCLE ONE 
 
HIGH               LOW               MIDDLE 
 Scoring Anxiety: *score attachment anxiety by averaging items 7-9 (NO REVERSE SCORES)   7=________  8=________  9=________                                                                                                                       TOTAL: ______________/3 = _________________                                                          Anxiety Score  
Is anxiety score 2.86 or higher OR 2.26 or lower?- CIRCLE ONE 
 
HIGH               LOW               MIDDLE 
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 Final determination for ECR-RS: 
 
Must be HIGH on Avoidance AND/OR Anxiety to participate (if high on one and middle 
-or lower- on the other, they CAN participate) 
 
Must be LOW on BOTH to participate (if low on one and middle on the other, they CAN 
NOT participate; and, if middle on both they also CAN NOT participate) 
 
Based on ECR-RS, are they eligible to participate? __________________  *State why: _______________________________________ (i.e. low on both, at least one high, etc.) 
__________________________________________________________________________________________  
Exclusion criteria (Write “NO” in blanks when exclusion criteria is met):  
 
Transgender identity? _____________ (Not eligible if participant identifies as 
transgender)  
Severe depression (31 or higher on BDI-II)? ______________ (Not eligible if severe 
depression is present)  
*To score, add up all scores with corresponding numbers 0,1,2, or 3 
 Enter in numbers and calculations here:  ____ +____ +____ +____ +____ +____ +____ +____ +____ +____ +____ +____ +____ +____ +____ +____                                                                                             #9  +____ +____ +____ +____ +____ = ______________________ 
                                                                   Total BDI-II Score  
Cardiac concerns? _______________ (Not eligible if any cardiac concerns present on 
demographic form)   
Pregnancy? ____________ (Not eligible if participant states that she is pregnant on 
demographic form) 
__________________________________________________________________________  
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FINAL ELIGIBILITY CHECK:   Inclusion criteria assessment (all YES?): __________ (place check mark here if all YES- see above)  Exclusion criteria assessment (all NO?): __________ (place check mark here if all NO- see above)  
*If check marks are present for BOTH inclusion and exclusion criteria, the participant IS 
ELIGIBLE. 
 
 
 
 
 
 
 
 
 
For Condition-Selection Process- please write participant’s responses verbatim: 
 
Racial Identity:__________________________________________________________ 
 
Ethnicity:_______________________________________________________________  
 
 
 
 
 
SAFETY CHECK****** (please note that this is SEPARATE FROM ELIGIBILITY) 
1. Is BDI-II TOTAL score 21 or higher? ____________________ (yes/no) 
What is BDI TOTAL SCORE?____________________ 
2. Is number NINE of BDI-II a ONE, TWO, OR THREE? 
______________________ (yes/no) 
Circle number chosen for number NINE on BDI-II :        0          1          2          3 
*****DID YOU TELL RESEARCHER IF PARTICIPANT ENDORSES 1 AND/OR 2 
ABOVE?______________(yes/no) 
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Experimental Images 
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